


DOES NOT CIRCULATL 


OCTOBER, 1956 


{ of f leMNGAN 
NOV 8 1956 


MEDI 
LIBRARY 


Medical Journal 


Lets all 


VOTE 


Volume XX XIX, No. 10 
Table of Contents, page 541 


-CILLIN 





SENSITIVITY OF COMMON PATHOGENS TO CH , MYCETIN AND FOUR OTHER MAJOR ANTIBIOTIC ASE 


ANTIBIOTIC A 
ANTIBIOTIC B 


ANTIBIOTIC C 





--ANTIBIOTIC D 


ESCHERICHIA COLI rss BACILLUS PROTEUS 
(148-227 STRAINS) 4. (63-104 STRAINS) 


AEROBACTER AEROGENES Poteet PSEUDOMONAS AERUGINOSA 
(143-248 STRAINS) : (39-70 STRAINS) 


**-* ANTIBIOTIC A 
ecoccceoe-ANTIBIOTIC C 


ANTIBIOTIC B 


ANTIBIOTIC D 








TA! 
— 
8g 
- 
Cr 
b 
> 
> 
» 
b> 
b 
b> 
» 
> 
> 
b 
b- 
bh 
» 
al 
> 
» 
> 
> 
b 
b 
bh. 
> 
> 
b 
b 
b 
> 
' 
> 
b 
ee 
> 
ee 
b. 
> 
b 
b 
b 
> 
b. 
> 
> 
> 
>. 
s 
» 
> 
b. 
>. 
- 
> 
b> 
b 
> 
>. 
be 
b. 
b> 
> 
Ss 
> 
> 
b. 
> 
> 
b 
b- 
b 
b- 
b- 
s 
» 
> 
> 
b 
> 
' 
b 
Ss 
b. 
b. 
b 
b. 
>. 
> 
_ 
. 
>. 
> 
>. 
b. 
>. 
b. 
b. 
. 
» 
- 
. 
b. 
>. 
>. 
b. 
>. 
be 
bJ 





wi 
> 
— 


TABLE OF CONTENTS 


The RHODE ISLAND MEDICAL JOURNAL 


Editorial and Business Office: 106 Francis Street, Providence, R. I. 


Editor-in-Chief: Joun E. DoNLeEy, M.D. 
Managing Editor: JoHN E. FARRELL 
Owned and Published Monthly by 
THE RHODE ISLAND MEDICAL SOCIETY 


Entered as second-class matter at the post office at Providence, Rhode Island 





PALALAALLLALILILIIIALIAIL LILI kg SALALALALAILILAIALILALILILALIALILLLAIALAILALLALALAILALAAL IIIA gg 





Single copies, 25 cents . . . Subscription, $2.00 per year. 





Volume XXXIX, No. 10 October, 1956 
TABLE OF CONTENTS 


The Arthur Hiler Ruggles Oration: 
COMMON MISCONCEPTIONS ABOUT MENTAL HEALTH, 
MIND AND BODY, Leo H. Bartemmetor, Mido ...:::::ccccccccsscsssssocssssnssesnessinssonnnsoesnnsees 551 


PROBLEMS IN THE TREATMENT OF ADULTS WITH PATENT 
DUCTUS ARTERIOSUS, George H. Humphreys UW, M.De ...1ccc00000000eneern 554 


MASTERS IN MEDICINE — MR. JOHN HUNTER, F.Rk.s. om 1793), 
Seebert J. Goldowshky, Mud. ..occcccccccsvssvsvsnseeneneneresenese 


INTUSSUSCEPTION IN INFANCY AND CHILDHOOD 
Warren W. Francis, M.D., and Leonard J. Tried man, M.Dor..ccccccccccccosssssvvcccsersssvvvvve 


TUMORS OF THE EYELIDS, Framcesco Romchese, M.Dee....c:::ccccccccosocosssccvvsseeesseresevve 





EDITORIALS 
The Arthur Hiler Ruggles Oration 
Dependents’ Medical Care Act 
Masters in Medicine 
Medical School Support 
Dangerous Chemicals in Our Foods 
Noise in 1928 


Book Reviews 

The John F. Kenney Clinic Day (Program) 
Woman’s Auxiliary, Officers and Committees... 
Through the Microscope 

District Medical Society Meeting 


MISCELLANEOUS 
The New Dependents’ Medical Care Act 


Index of Advertisers 


> 
b 
a 
' 
> 
J 
> 
> 
b 
> 
> 
b> 
be 
b. 
b 
> 
> 
> 
b 
b. 
b 
Ss 
. 
bh 
b- 
b. 
b 
b. 
b 
> 
be 
> 
s 
be 
> 
> 
> 
b 
b- 
be 
> 
b. 
Ss 
> 
> 
b 
b 
b. 
b 
b. 
b- 
> 
be 
« 
> 
> 
> 
be 
> 
b> 
b. 
> 
Ss 
b. 
Ss 
b. 
s 
> 
b 
b. 
Ss 
b 
b 
Ss 
Ss 
Ss 
be 
Ss 
. 
Ss 
b~ 
b. 
bh. 
b 
b. 
Ss 
bh. 
b. 
Ss 
b+ 
Ss 
b> 
> 
Ss 
b. 
> 
Ss 
. 
> 
> 
> 
> 
> 
b>. 
> 
bh 





























RHODE ISLAND MEDICAL JOURNAL 


NEW higher potency... 
@& 700 mg. 


Colace is now available in 100 Mg. Capsules 
for greater convenience and dosage flexibility 





oie | usual oral dosage 


without ; 
laxative adults and older children 
action 100 mg. b.i.d. for three days; then 50-100 


mg. daily. 





infants and children under 6 years 


In half a glass of milk or fruit juice or in 
formula: 20 mg. (2 ec. of Coutace Liquid) 
b.i.d. for three days; then 10 to 20 mg. 
(1 to 2 ec.) daily. 


Colace!| softens stools 











Note: When bowel motility is impaired, a 
mild peristaltic stimulant or CoLAcE-con- 
taining enemas may be needed in addition 
to CoLaceE by mouth. 


in enemas 
Add 50 to 100 mg. (5 to 10 cc. CoLace 
Liquid) to the fluid for a retention or a 
flushing enema. 


_(% Colace Capsules 100 mg. 
bottles of 30, 60 and 250 


the Colace family & Colace Capsules 50 mg. 
bottles of 30, 60 and 250 


Colace Liquid (1% solution; 10mg. perce.) 
30 cc. bottles with calibrated dropper 











The RHODE ISLAND MEDICAL JOURNAL 








VOL. XXXIX 








OCTOBER, 1956 


NO. 10 








THE ARTHUR HILER RUGGLES ORATION 


COMMON MISCONCEPTIONS ABOUT MENTAL HEALTH, 
MIND AND BODY* 


LEO H. BARTEMEIER, M.D. 











The Author. Leo H. Bartemeter, M.D. of Baltimore, 
Maryland. Medical Director, the Seton Psychiatric 
Institute. 





N A FORMER TIME physicians were of the opinion 
I that illness was strictly physical or mental in 
nature, that it was either organic or functional in 
origin. Within the past fifty years physicians have 
learned that it is not a question of whether a per- 
son’s illness is physical or mental, but to what ex- 
tent it is physical and to what extent it is mental. 
I think, therefore, that it is incorrect to speak of 
mental health or mental illness. All mental activity, 
for example, depends upon the physiological func- 
tioning of the brain which includes the circulation 
of the blood, the condition of the blood vessels, and 
the constant exchange of oxygen and carbon diox- 
ide by the blood corpuscles. These in turn depend 
upon the functioning of the lungs and respiration. 

In speaking of mental health, we perpetuate the 
concept that the body and mind are separate, that 
mental functioning and physical functioning are 
different from each other. We would do well to say 
of a person that he is in good health, in poor health, 
or that he is sick. If he is sick and has been taken 
to a hospital one might ask, how is he sick, and one 
might be told that he has become depressed ; that 
he refuses to go to his work because he has lost 
interest in his job; that he has developed the belief 
he is a burden to his family and has spoken of end- 
ing his life; that he paces the floor and wrings his 
hands; that he has severe insomnia and is unable 
to eat; that he has lost much weight ; that he pays 
no attention to his physical appearance, although 
previously he was quite meticulous ; that he has lost 
interest in his family and that he speaks only dis- 
paragingly of himself. While it is true that his ill- 
ness is predominantly mental in nature, his life is in 
*The Arthur Hiler Ruggles Oration, delivered at the 

Annual Meeting of the Rhode Island Society for Mental 

Hyviene, at Ray Hall, Butler Hospital, Providence, 

Rhode Island, May 28, 1956. 
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danger because of his impulse to destroy himself 
and his loss of weight cannot be permitted to con- 
tinue. His physical health has been affected during 
his depression. He is not mentally sick, he is sick 
all over. In the hospital his persistent refusal of 
food cannot be permitted to continue and he must 
be fed artificially until he begins to feel like eating 
again. This sick man is not qualitatively different 
from anyone else in his community. His condition 
is only quantitatively different from the condition 
of his family and his friends. What he is suffering 
is an intensification of what everyone experiences 
from time to time. In grief, for example, and dur- 
ing the period of mourning, it is natural to experi- 
ence some self-recrimination, some loss of interest 
in others, some lack of appetite, insomnia, and 
some changes in work performance. There are also 
an unknown number of men and women in the 
community who are continually in a sub-clinical 
depression. They are rarely, if ever, capable of 
feeling joyful. They are never happy. They do not 
enjoy the daily experiences which others find de- 
lightful. They are somehow a bit wan. They never 
feel quite “up to par,” as they say. They do not 
ordinarily consult physicians and they carry on 
with their work and their families. But they are 
never any fun. These persons are not qualitatively 
different from those who enjoy good health. Every- 
one is aware of unaccountable alterations of mood 
and of days of unexplainable irritability, of occa- 
sions of feeling mildly depressed without knowing 
the cause. 

Let us ask about another friend who we are told 
is now sick. When we inquire how is she sick we 
are told that she has been informed by her doctor 
that she has a tumor and that she must have an 
operation. A biopsy has been done and she has 
been assured that she does not have cancer. Her 
husband, however, informs us that she doubts her 
physician. She is convinced she has cancer and that 
she has not long to live. She is afraid she will not 


survive the operation. Her husband tells us the in- 
continued on next page 
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formation given her by her physician has made her 
very unhappy ; that she has been crying frequently ; 
that she has insomnia and has asked her physician 
for a sedative. One cannot say that this friend is 
mentally sick. Like the other patient, she is sick all 
over. Her irrational fear of cancer and death, preci- 
pitated by learning that she has a benign tumor, was 
utterly unexpected. The depth of her despair about 
her life has affected her husband, her children and 
her relations with her friends. In this case, as in 
every illness, the happiness of others is regularly in- 
volved. Her fear of death could not be concealed 
from her children. Her son refused to go to school 
and would not let her out of his sight. Her physician 
was unable to persuade her differently than what she 
so firmly believed, and neither her husband nor 
anyone else could comfort her. Now, no one could 
have said that this good woman was an infantile 
character, or that she had not faced many a more 
severe crisis in her life. She was an intelligent 
person who had previously shown no more than 
natural grief over the deaths of her parents. She 
had made an uneventful recovery from a serious 
accident shortly after her marriage. It was this 
specific incident of the tumor, among all others, 
which overwhelmed her and her acute illness could 
not have been predicted by any member of her 
family or her closest friends. Surgeons hesitate to 
operate upon patients who feel certain they will 
not survive. And this patient’s surgeon was no 
exception. The illness of the patient I have been 
describing was unusual but it was only quantita- 
tively different from the concern that every person 
experiences prior to undergoing major surgery. 
Although some persons give the impression of re- 
maining calm, unruffled and even seemingly indif- 
ferent to a surgical operation, there is no one who 
faces such an experience without some disturbance 
of feeling. . 

It is a common misconception that body and 
mind are ever separate. Even during sleep the 
mind is functioning, as we know from the fact 
that sometimes we remember our dreams. Body 
and mind are indivisible. 

A married man with children and a responsible 
position with one of the public utilities broke his 
leg and was admitted to the hospital. The surgeon 
brought the fragments into alignment and put the 
patient’s leg into a cast. The patient had regularly 
enjoyed good health, and his wife described him 
as an active, energetic, ambitious man who assumed 
his responsibilities willingly and enjoyed his work 
and his family. In the hospital he bitterly resented 
his enforced idleness and the necessity of being 
cared for by nurses. Although he was told he would 
regain a satisfactory return of the function of his 
leg, he worried irrationally about a possible short- 
ening ; repeatedly accused himself of his careless- 
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ness which caused him to fall; said it had all been 
unnecessary ; that he had known of other men who 
had similar accidents but he had always been certain 
it could never happen to him. He was unreasona))ly 
irritable and restless and spoke so much about the 
accident and his injured leg that his wife could only 
think he was quite different than when he was well. 
She observed that he was thinking and feeling 
more about himself than he was about her and the 
children. This was certainly true. In connection 
with the fracture, he had unknowingly undergone 
a withdrawal of his affectionate feelings for his 
family which were now entirely invested in him- 
self. He was not too different from many other 
patients whom surgeons meet in their daily prac- 
tice. He was a man who always found it unpleas- 
ant to have others perform any service in his behalf 
which he could not perform for himself. He had 
seldom suffered and he was proud of his good 
health, his physical strength and his ability to do 
everything connected with his employment quite 
perfectly. He was a man who believed he was com- 
pletely in control of himself and he had a sense of 
invulnerability which can best be described by his 
own statement, “I never believed that this could 
happen to me.” 

It is a common misconception that anyone is 
completely in control of himself. All persons are 
only more or less in control of their thoughts, 
their actions, their feelings toward themselves and 
others. Witness the thousands of deaths and in- 
juries in automobile accidents, for example. Those 
who survive and recover drive more carefully for 
some time after the accident. But later on they 
behave as though they again believe they are com- 
pletely in control of themselves and thus become 
liable to further injury or death. The unintentional 
utterances, the mistakes in reading and writing, or 
the unintentional distortion of what some one has 
said all belong to what Freud described as the psy- 
chopathology of everyday life. We cannot predict 
whether or not we will remember our dreams or 
what effect our dreams may have on our waking 
life; whether they will affect us at all, or whether 
on wakening we will feel frightened, depressed or 
even perhaps ill in some way. It is well known, for 
example, that some illnesses make their first ap- 
pearance on awakening from sleep. 

Many people believe that if someone threatens 
to kill someone else or talks about committing sui- 
cide, he need not be regarded as dangerous to him- 
self nor to others. It is argued that if he were 
serious about his intentions he would not speak of 
them. In such instances it is frequently said that he 
is merely trying to frighten someone ; that he likes 
to draw attention to himself ; that such threats are 
idle talk and should be so regarded. Competently 
trained and experienced psychiatrists always take 
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such threats seriously because they know from ex- 
perience how many deaths might have been pre- 
vented for which previous warning had been given. 
A fourteen-year-old schoolboy, who was a difficult 
behavior problem for his school teachers, threat- 
ened to kill one of them. Because he was too diff- 
cult to manage, he was expelled from the school. 
Somewhat later he came to live with his uncle in a, 
Washington suburb and became a pupil in a local 
school. One day he suddenly appeared with a rifle 
and killed one of the teachers and_ seriously 
wounded two others. Because he had once declared 
his intention to murder a teacher, no one believed 
there was any danger that he would ever do so. 


When someone suffers repeatedly from pain, 
discomfort or distress for which no physical cause 
can be found it is often said that the sufferer imag- 
ines the pain or complains because he wants to be 
babied or to get attention. It is said that this must 
be true because he looks well, or because he eats 
well, or because he did not speak of the pain at any 
time during a double feature movie program. It is 
extremely doubtful that anyone ever imagines the 
suffering of which he complains. It is certain, how- 
ever, that unconscious psychological conflicts are 
frequently converted into physical pain and aches, 
just as the electrical current in our homes can be 
converted into light, into heat or into power to 
operate a machine. It is also true that if one is suf- 
ficiently outwardly distracted he may not be aware 
of a painful tooth. It has been observed that pa- 
tients bedridden with shaking palsy momentarily 
regain their ability to walk sufficiently long to save 
their lives if the hospital building is suddenly 
threatened by a conflagration. Psychic pain is as 
real as pain from a fractured arm and always re- 
quires the same serious consideration. 


Health for many people in the community is 
often maintained by unknown forces. It is only 
when illness has manifested itself that it is pos- 
sible to learn on what basis health had previously 
been maintained. One man remains healthy as long 
as he continues on his job and in association with 
the other workers in the factory. When he is trans- 
ferred to the same kind of work in some other area 
of the plant he becomes ill. It was not his work in 
itself which made him sick, but his loss of identifi- 
cation with the group of men with whom he had 
been working. One is reminded of John Donne, 
the great English poet, who in 1624 wrote that 
“No man is an island, entire of itself... . Any 
man’s death diminishes me, because I am involved 
in mankind ; and therefore never send to know for 
whom the bell tolls ; it tolls for thee.” 

More unbeknownst to us than we can know, the 
health of many people hinges on their identifica- 
tions with the group with whom they live or work. 
Thi. fact was clearly demonstrated in World War 
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II to those of us who studied combat fatigue (com- 
plete disorganization of personality). It is unfor- 
tunate, indeed, that in community life there are so 
many different group feelings which clash with 
one another to the detriment of all concerned re- 
garding matters of public health and illness. In this 
country before the war, you well remember the 
isolationists and those who believed that our coun- 
try should join forces with England against Ger- 
many and her allies. You recall that our nation did 
not become of one mind until we had been so seri- 
ously attacked. Must the citizens of a community 
like Providence, Rhode Island, continue to be 
divided in their opinions until the public health 
problem forces the necessity of reopening this 
famous hospital? 

The closing of Butler Hospital was a national 
catastrophe. My colleagues, everywhere, could not 
believe that it had happened. I hope and pray that 
the stone now rejected will become the headstone. 
As I told Mr. Edwards and the members of his 
Committee last autumn in Washington, there will 
always be a need for private mental hospitals. The 
hospital where I serve, for example, a private Cath- 
olic mental hospital, has been serving the Baltimore 
community and the nation continuously since 1840. 
It is an open hospital, with approximately thirty- 
eight members on its visiting staff. Some years ago, 
perhaps in the thirties, its interior was recon- 
structed. Until 1946 it provided only custodial 
care. Since then it has become a teaching and.a 
training institution. We have 262 patients, one- 
half of whom are under active treatment and one- 
half of whom are in good custodial care. Like other 
hospitals, it always has some financial deficit. I cite 
these facts primarily to highlight the significant 
fact that the Seton Psychiatric Institute is an open 
hospital, with psychiatrists and psychoanalysts in 
the community admitting and treating their pa- 
tients in the hospital and the hospital in. turn being 
open to the community. Family physicians are 
always welcome. I think that with the reopening 
of Butler Hospital as a Mental Health Center for 
the medical and lay community not only of Provi- 
dence but for the nation.at large, one of the first 
challenges is the care and the treatment of the some 
sixteen hundred emotionally disturbed adolescents 
in this area who are sorely in need of professional 
care. 

In retrospect, the biographer of Arthur Ruggles 
has said of him that “Arthur Ruggles has led an 
active community life, serving the City of Provi- 
dence and the State of Rhode Island in many capac- 
ities. He has taken a prominent part in establishing 
the policies of various organizations connected with 
the Providence Council of Social Agencies; and 
has given freely of his time and energy to the 
advancement of medical health and wealth of their 


organizations.” 
concluded on page 569 
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PATENT DUCTUS ARTERIOSUS* 


GEORGE H. HUMPHREYS II, M.D. 








The Author. George H. Humphreys II, M.D., of New 
York City. Valentine Mott Professor of Surgery, 
College of Physicians and Surgeons; Director of 
Surgical Service, Presbyterian Hospital, New York. 





ii MIGHT BE supposed that adults who require 
treatment for patent ductus arteriosus will soon 
no longer be found. Now that the typical findings 
are so well known, it is increasingly unlikely that 
any child with this anomaly will escape diagnosis, 
and with operative risk in the ordinary case a 
fraction of one per cent, no child should reach 
adult age with this anomaly uncorrected. This 
state of affairs would indeed be ideal, for there is 
no doubt that the operation is best done in child- 
hood. Yet in spite of the vigilance of pediatricians, 
there are still some individuals who come to treat- 
ment in later years. These patients often present 
difficult problems which are worthy of special 
attention. 

There are a number of reasons for an individual 
to arrive at adult life untreated. In the first place 
there is still a group during whose childhood the 
operation was unknown, and whose murmur was 
never considered a threat. Many of these people 
have had little handicap, or have adjusted their 
lives to their cardiac capacities so well that they 
feel no need of help until a late complication over- 
takes them. Ignorance of the possibility of and 
need for help will continue to block ideal care for 
the asymptomatic both in this group and in younger 
patients in areas to which modern practice has not 
penetrated. In some cases, it is impossible for 
frightened parents to accept a “heart operation,” 
when their child seems entirely well and the mur- 
mur has been found by chance on a routine exam- 
ination. Even the presence of definite, but not 
alarming, symptoms may fail to overcome this fear. 
Finally there are those in whom the signs are atyp- 
ical and the diagnosis during childhood is missed. 
With increasing interest in all congenital murmurs, 
and the development of vigorous diagnostic pro- 
grams of greater and greater accuracy, even those 
children without characteristic signs are more fre- 
quently being diagnosed, but these elaborate meth- 
*Presented at the 145th Annual Meeting of the Rhode 

Island Medical Society, at Providence, Rhode Island, 
May 3, 1956. 


ods are not always available and are likely to be 
reserved for the child with troublesome symptoms. 

What then brings adult patients to the surgeon? 
The first group is composed of those with typical 
signs, which have gone undiagnosed because, in 
the absence of symptoms, no medical advice has 
been sought until an incidental illness or other rea- 
son for examination brings the condition to light. 
A natural question immediately arises as to whether 
operation is justified. In youth this is easily an- 
swered, for we shall see that the condition holds 
many ultimate threats in the course of a lifetime, 
even in the absence of immediate evidence of 
trouble. These threats easily outweigh the slightly 
increased risk of operative correction in the third 
and fourth decades, as compared to the first two. 
But with advancing age, the operative risk becomes 
greater, and some of the threats less. Decision may 
then become difficult. In the elderly, few surgeons 
would be so bold as to recommend operation except 
in the presence of a compelling, life-threatening 
complication. 

The second group comprises those whose lesion 
is discovered by special diagnostic methods, espe- 
cially cardiac catheterization. A murmur may have 
long been known to be present, but some other le- 
sion has been thought to be responsible. Ultimately 
the onset of increasing disability causes the patient 
to seek more careful study, and the true nature of 
the lesion is discovered. These patients constitute 
a special high-risk group. 

The third group includes those individuals who, 
whether or not the diagnosis has been made in 
childhood, have lived relatively normal lives until a 
complication develops in adult life. The commonest 
of these is subacute bacterial infection in a throm- 
bus on the wall of the pulmonary artery. Less 
commonly an aneurysm of the pulmonary artery, 
or of the ductus itself, may develop. With advanc- 
ing age the added load on the myocardium, which 
was easily carried in youth, may result in failure. 
And, finally, in those whose ductus has remained 
widely patent, the resulting chronic pulmonary 
hypertension may be associated with changes in the 
pulmonary vessels which present an especially com- 
plex and challenging problem. 


History of Lesion Vital 
In order to judge the situation in a given case, 
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and to make valid decisions in relation to operation, 
it is necessary to understand as fully as possible the 
natural history of this lesion. It is curious, how- 
ever, how little is on record from all the years be- 
fore the advent of operative repair, to give us any 
clear understanding of what may be expected. 
What we know is pieced together from older 
autopsy series and from an increasing group which 
has been followed more carefully in recent years. 
Those of us who became interested early in estab- 
lishing criteria for operation, and were sufficiently 
conservative not to recommend immediate surgery 
for every diagnosed case, have had the opportunity 
to follow a few individuals for as long as fifteen 
years. Most of our knowledge, however, is derived 
from treating adults in various stages of disease, 
and from this experience a concept of the directions 
of evolution of the condition is just beginning to 
emerge. 

A ductus arteriosus which fails to close at birth, 
may remain widely patent or may retain a lumen 
of greater or less diameter, representing incomplete 
closure. The vessel is usually short—a centimeter 
or less—and enters the pulmonary artery and aorta 
almost at right angles. Occasionally the fetal ob- 
liquity may be preserved, and even more rarely 
there may be a reversal of obliquity. With the 
usual right angle junction, a forceful jet of blood 
is ejected from the high pressure aorta into the low 
pressure pulmonary artery with each systole. Dur- 
ing diastole, blood continues to flow “backward” 
from the aorta into the pulmonary system. This 
aortic jet creates turbulent eddies, but depending on 
the size of the ductus lumen, soon dissipates its 
pressure through the wide soft vessels of the un- 
resisting pulmonary vascular bed. Thus a con- 
tinuous murmur is created, the loudness of which 
is not necessarily commensurate with the volume 
of the backflow. If the fetal obliquity is preserved, 
however, the systolic rush of blood past the 
obliquely entering ductus, may actually draw ve- 
nous blood out of the pulmonary system, and the 
diastolic back thrust will create less turbulence. 
Hence a softer to-and-fro murmur may result. If 
the obliquity is reversed, on the other hand, the 
pulmonary vessels will be subjected to the full force 
of the aortic systolic thrust, with little or no diasto- 
lic back thrust, and only a systolic murmur will be 
heard though the shunt may be a large one. 


Though there have been rare instances in which 
a patent ductus has apparently closed in middle or 
late childhood, it must be considered axiomatic that 
once the patency is established after birth, it will 
persist throughout life. If small in caliber, it may 
cause no serious circulatory imbalance and the child 
may develop and grow up to adulthood without 
obvious handicap. Such an individual may success- 
fully withstand all the ordinary strains of life and 
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live out his normal span. Yet many of them, if 
studied by physiologic methods, will show a sub- 
stantial increase in resting cardiac output, an in- 
creased circulating blood volume, and an elevated 
pulmonary arterial pressure. In some, the pulmo- 
nary ‘artery, through the phenomenon of post- 
stenotic dilatation, may gradually increase in diam- 
eter to aneurysmal proportions, and late rupture 
into lung or bronchus may occur. In others, the 
widening pulmonary artery stretches and shortens 
the ductus itself, resulting finally in a “window” 
communication between the vessels, with gradually 
increasing volume of shunt. In all, the constant 
vibration of the pulmonary arterial wall predisposes 
it to intimal damage and thrombus formation. If, 
then, a transient bacteremia occurs, organisms may 
become implanted on this thrombus and a subacute 
self-perpetuating septicemia ensues. 


Recurrent Infection 


This complication can occur at any age. If not 
corrected by antibiotic therapy or operation, it is 
usually progressive and fatal. Fortunately, this 
formerly dreaded complication has lost much of its 
terror, since it will almost always yield to suff- 
ciently vigorous antibiotic therapy. But there’ is 
good reason to believe that a patient who has once 
been infected and cured by antibiotics, is. more 
liable to recurrent infection than before. If anti- 
biotics are unsuccessful, closure of the ductus will 
also result in healing, provided the infection has 
not spread to involve the adjacent valves or aorta, 
or embolized to distant organs. And there is no 
record of recurrent infection after successful clo- 
sure of a ductus. It follows that the occurrence 
of a subacute septicemia, even though promptly 
controlled by antibiotic, is a clear indication for 
ductus closure. The operative risk in the presence 
of infection, or immediately after its cure, is, how- 
ever, dangerously high. For this reason it is pref- 
erable to wait several months after recovery from 
infection before operating. In the presence of re- 
fractory infection, on the other hand, there is no 
choice ; the high risk must be accepted. 

When the lumen of the ductus remains large, or 
is so placed that the aortic thrust is transmitted 
directly to the pulmonary vessels, a progressive 
syndrome of pulmonary hypertension results. The 
rate of progression is not uniform, developing 
slowly in some individuals, and more rapidly in 
others. but in all there is apparently a cumulative 
pattern of deterioration which is related to physi- 
ologic and pathologic changes. Most of those in- 
dividuals with the largest lumened ducti succumb 
early, if untreated, through myocardial failure. 
They rarely live to become adults. Others, how- 
ever, whose hearts are equal to the excessive load 
of the large shunt, survive. When such is the case, 


a complex physiologic response takes place. 
continued on next page 
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Because much of the left ventricular output is 
short-circuited into the lungs, its total volume must 
be greatly increased in order to maintain systemic 
flow. There results a corresponding increase in 
total circulating blood volume, most of which is 
traveling a useless circuit from heart to lung and 
back to heart. This tremendous increase in pulmo- 
nary flow is maintained by the action of both ven- 
tricles, since not only the entire output of the right 
ventricle but also a large proportion of the left ven- 
tricular output pass through the lung. This results 
in an increase in pressure in all of the arteries and 
arterioles of the lung. Although the pulmonary 
vascular bed is normally capable of accepting wide 
variations in flow without appreciable change in 
pressure, the degree of pulmonary hypercirculation 
in these patients exceeds that of normal individuals 
during maximum exertion. And it is a constant 
state of excess flow, rising to the maximum effort 
of which the hypertrophied heart is capable on 
moderate exertion, and never falling to normal 
levels even during sleep. 

Such a patient often responds to ductus closure 
in a quite different manner than one whose shunt is 
of lesser magnitude. When the ductus is closed, 
the large blood volume which previously passed 
through it is retained in the peripheral circulation 
and returned to the right heart instead of to the 
left. The right ventricle is suddenly required to do 
the work previously done by both. If its reserve is 
equal to the task, the pulmonary circulation is main- 
tained at its previous level, and systemic blood 
pressure rises in response to the now excessive 
peripheral circulating blood volume. However, in 
many in this group, the right ventricle is already at 
nearly maximum capacity and it cannot accept the 
additional load. Then ductus closure precipitates 
right ventricular failure. Blood is trapped in the 
peripheral venous bed, systemic pressure falls, and 
the heart may stop in extreme right ventricular 
dilatation. 

Increases in pulmonary flow, pressure and circu- 
lating volume are also associated with changes in 
the pulmonary vessel walls. These changes, in turn, 
modify pulmonary flow and pressure, with a result 
that the process is a constantly changing one. It is 
not known when these changes begin. Indeed, it 
has been pointed out that the arterial walls in fetal 
lung are thick, and that they normally thin out only 
after pulmonary respiration begins and the lesser 
circulation becomes separated from the greater. It 
has been postulated, therefore, that when this sep- 
aration is incomplete, pulmonary arterial thinning 
may correspondingly fail to occur. On the other 
hand, the type of vascular changes found in adult 
lungs have not been described in young children, 
even those who have died in decompensation from 
the effects of a large patent ductus. It has also been 
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postulated that they represent abnormal arterio- 
venous shunts, since on histological section there 
are found areas resembling the vascular arrange- 
ment of glomus tumors. Finally, it has been shown 
that some of the effects are due to intravascular 
thrombosis and recanalization. 
Physiological Effects Clear 

Although we are not yet certain of the patho- 
genesis of these changes, their physiologic effects 
are clear. As the process develops, it has the effect 
of obstructing the flow, first through the finer, and 
later the larger, pulmonary vessels. The original 
condition of pulmonary hypertension due to exces- 
sive flow from a large aortic shunt is modified. 
With increasing resistance to pulmonary flow, the 
volume of flow decreases, but the pulmonary pres- 
sure increases. Once begun, the process is a pro- 
gressive, self-perpetuating one, for the increasing 
pressure results in ever-increasing vascular wall 
thickening, and the slowing flow favors thrombosis. 
Ultimately the pulmonary arterial pressure equals 
the aortic, and a state of balanced flow, with mini- 
mal shunting through the ductus, is achieved. The 
balance is a precarious one and seldom endures long 
(although we are beginning to realize it may con- 
tinue for some years). It is maintained only by 
the high intrapulmonary pressure, and the process 
of vascular thickening continues, which in turn 
pushes the pressure still higher, until it exceeds the 
aortic. Now the pulmonary artery overflows into 
the aorta. The ductus flow is reversed, and the 
patient begins to show cyanosis, the pressure 
against which each ventricle empties remains equal. 
With continued pulmonary vascular obstruction, 
pulmonary perfusion becomes more and more diff- 
cult. A higher and higher percentage of the right 
ventricular output shunts into the aorta, and dysp- 
nea resulting from inadequate pulmonary perfusion 
is added to the cyanosis of reversal of ductus flow. 

These patients present a very special problem. 
In the earlier stages of balanced flow, it is obvious 
that the murmur will be quite atypical. The heart 
is much dilated and there may be mitral and aortic 
murmurs due to annulus stretching to the point of 
incompetency. The pulmonary changes are readily 
mistaken for congestive failure, and the whole pic- 
ture is easily confused with rheumatic valvular 
disease. A history of known murmur since early 
childhood or infancy will raise the question of a 
congenital lesion, but since a ductus of this size 
may give an atypical murmur even before pulmo- 
nary vascular change is present, it is rare that a 
clear-cut history of previous “machinery” murmut 
is obtainable. Diagnosis depends on catheterization 
findings: pulmonary hypertension, higher oxygen 
content in pulmonary arterial blood than in atrium 
or ventricle, and especially passage of the catheter 
from the pulmonary artery into the aorta will estab- 
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PROBLEMS IN THE: TREATMENT OF ADULTS WITH PATENT DUCTUS ARTERIOSUS 


lish it. Catheterization will also indicate the stage 
of balance or reversal, a factor of major impor- 
tance in prognosis and even decision as to opera- 
tion. In the final stage of substantial reversal, 
peripheral cyanosis, especially of the lower ex- 
tremities as compared to the upper, makes the diag- 
nosis simpler and provides a warning of gravest 
import. 

Operative risk is substantially higher in the pres- 
ence of a wide open ductus than in the more usual 
case in which partial closure has occurred. In the 
early stages of excessive pulmonary flow, the duc- 
tus is likely to be distended and thin-walled, tearing 
easily on manipulation. Abrupt closure may result 
in acute right ventricular dilatation, precipitous fall 
in systemic pressure and cardiac arrest. In such 
cases very gradual closure of the ductus, giving 
time for peripheral circulatory adjustment to take 
place, is necessary, and judicious phlebotomy may 
be life saving. Yet there is no question that the 
operation is indicated to forestall the even more 
disastrous development of pulmonary vascular 
change. 

At the stage of balanced or to-and-fro shunt, 
with pulmonary arterial thickening already estab- 
lished, the risk is even higher. At this stage athe- 
romatous changes in the pulmonary artery make it 
liable to tear out of clamps, with calamitous hemor- 
rhage. Furthermore, the right ventricle now must 
empty through a vascular bed of high resistance, 
and irreversible right heart failure may occur in 
the immediate post-operative period even when the 
technical dangers of closure are successfully sur- 
mounted. With careful gradual occlusion, phlebot- 
omy and vasopressor drugs if needed to maintain 
peripheral pressure, however, it has been proved 
possible to carry a majority of such patients 
through to recovery. 

It is not yet certain whether the pulmonary vas- 
cular changes, under these circumstances, are re- 
versible. The favorable late course of patients with 
high pre-operative pulmonary pressure on catheter- 
ization, favors such a view, but we do not yet have 
sufficient data to demonstrate progressive fall in 
post-operative pressures. This question is of criti- 
cal importance in relation to the decision to operate 
upon the late case with established reversal of flow. 
In these patients the mortality is currently so high 
that many cardiologists consider operation contra- 
indicated. Yet these patients are doomed to pro- 
gressive invalidism and early death. If the pulmo- 
nary vascular bed will reopen when relieved of the 
excessive pressure placed upon it, means to carry 
these patients through operation and the critical 
period of circulatory readjustment, must be sought. 
Possilly an effectual extracorporeal pump-oxy- 
genator may prove to be the answer, but it is to be 
hope that less elaborate and hazardous means can 


557 


be found. If, however, the pulmonary vascular 
change is indeed irreversible, we will have to accept 
the conclusion that these patients are beyond the 
possibility of surgical rescue. 


SUMMARY 


It is evident, then, that an open ductus arteriosus 
carries many hazards in the adult. It follows that 
surgical closure in childhood is indicated in every 
case. We cannot know which of the apparently 
symptom-free children will develop subacute infec- 
tion aneurysm, or late pulmonary hypertensive vas- 
cular change. Especially in those with atypical 
murmurs, the diagnosis may be difficult, yet these 
are the very patients most likely to come to the 
surgeon late—perhaps too late for help. Only by 
carefully establishing the cause of every congenital 
murmur in childhood, using every diagnostic tool at 
our disposal, will the ultimate ideal of closure of 
every ductus in childhood be achieved. As this ideal 
is approached, the problems in the treatments of 
adults with patent ductus will best be solved. 





BOOK REVIEW 
DISEASES OF THE CHEST by H. Corwin 
Hinshaw, M.D., Ph.D. and L. Henry Garland, 
M.D., B.Ch. W. B. Saunders Company, Phil., 
1956. $15.00 


This fine textbook meets a major need in the 
pra:tice of medicine of today. The past ten years 
have seen rapid advances in diagnostic technique, 
medical and surgical therapy, especially in the field 
of chest diseases. These have been assembled here 
in a concise, readily available manner with ref- 
erences both to recently published review articles 
and to the original more complete descriptions. 

One author is an internist, the other a radiologist. 
Both have wide experience and a large source of 
excellent case material. Starting with a somewhat 
didactic teaching of the history, physical, labora- 
tory and radiological examination of the patient, 
the book then covers all diseases, even the exotic 
ones. The currently accepted therapy for each is 
presented concisely with recent references. 

One of the finest chapters covers pulmonary 
diseases of occupational origin and in addition to 
therapy for them states the current legal position 
established by court cases. 

The book will be of greatest value to all diagnos- 
ticians and to chest specialists. It is primarily a 
reference source and fine review book for diseases 
of the chest. 

LELAND W. JONES, M.D. 





’ 


“This is the greatest error in the treatment of sickness,’ 
said Plato, “that there are physicians for the body and 
physicians for the soul, and yet the two are one and in- 
divisible.” 
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oa Lire of John Hunter has been well-docu- 
mented through a century and a half of study. 
An excellent modern biography appeared as re- 
cently as 1950. It is the purpose of this brief 
sketch, not to review again this readily available 
material, but rather to emphasize his impact on the 
practice of surgery and to highlight his colorful 
personality. 

The name of Hunter is not without Rhode Island 
connections. Doctor William Hunter of Newport, 
who gave the first medical lectures in the American 
colonies, was a distant cousin. 

Unlike his brother William, John had very little 
formal education. Latin and Greek, so essential to 
the scholar of that classical period, bored him pro- 
foundly and he failed to complete his Latin school 
course. Later, when his brother urged him to at- 
tend Oxford, he found it so little to his liking that 
he left after two months. 

He undertook the study of anatomy, however, 
with great enthusiasm. In the revelations of the 
human body and in natural history, for which he 
had revealed a bent even as a child, he found his 
true vocation. By combining and integrating these 
two great disciplines he anticipated the two Dar- 
wins and prepared the way for the development of 
comparative anatomy and the theory of evolution. 
His broad interests were reminiscent of our own 
Benjamin Waterhouse, who, while giving lectures 
in natural history at Brown University, taught 
theory and practice at the new Harvard Medical 
School. 

Hunter’s career was interrupted by two years’ 
service in the Army during the Seven Years’ War. 
He received his commission as a surgeon in 1760. 
His actual exposure to military surgery was not 
extensive, but it formed the basis for his later writ- 
ings on gunshot wounds and his interest in inflam- 
mation. As in all wars there were long periods of 
waiting. He used them to good advantage, carry- 
ing out numerous biological studies on the local 
fauna. His disappointments about promotion and 
his complaints of homesickness and boredom, how- 


ever, have a timeless and poignant ring. 

John Hunter’s contributions to surgery and 
medicine are many and varied. His monumental 
NATURAL History OF THE HUMAN TEETH was a 
pioneer contribution to the science of dental anat- 
omy and laid the foundation for the modern prac- 
tice of dentistry. His monograph ON VENEREAL 
Disease did much to throw light on the natural 
history of these ancient maladies. In it he describes 
his classical but misguided experiment to prove 
that syphilis and gonorrhea were the same disease. 
He inoculated himself with the discharge from an 
infected patient. The ensuing illness, which prob- 
ably shortened his life, delayed his marriage to the 
fair and cultured Anne Home for three years. Asa 
result of these experiments and observations the 
“Hunterian chancre” has taken its place in medical 
nomenclature. 

The TREATISE ON THE BLoop, INFLAMMATION 
AND GUNSHOT WouNps published posthumously 
was his major work. It was essentially a compila- 
tion of his vast experience in traumatic surgery, 
beginning with his early military work, but devoted 
mostly to his long civilian practice. OBSERVATIONS 
ON CERTAIN PARTS OF THE ANIMAL OECONOMY, 
the fourth and last of his masterpieces, covered a 
wide range of subjects from obscure biological 
observations and breeding experiments to detailed 
anatomical and developmental descriptions which 
were epochal in nature. He dissected and described 
more than 500 species of animals. 

His contributions to the care of surgical patients 
were numerous and varied. He described shock, 
pyemia, phlebitis and intussusception. His studies 
on inflammation and gunshot wounds have already 
been mentioned. He made major contributions to 
the understanding of the surgical diseases of the 
vascular system. He was the first to use the term 
“collateral circulation’”’ and established the prin- 
ciple of ligating arterial aneurysms high up in un- 
involved tissue. His special interest in popliteal 
aneurysms and his description of “‘Hunter’s canal” 
are pertinent. He might well be credited as the 
founder of modern vascular surgery. He intro- 
duced artificial alimentation by means of a flexible 
stomach tube and invented an apparatus for forced 
respiration. He stated: “The first and great requi- 
site for the restoration of injured parts is rest.” 
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He described healing by first intention, and to 
accomplish this desirable result he advocated the 
approximation of clean wounds with “sticking 
plaster” as being less likely than other methods to 
result in the introduction of “the stimulus of im- 
perfection.” His description of the development 
of adhesive and suppurative peritonitis “from in- 
flammation of the peritoneal coat of an intestine” 
foreshadows the description of acute appendicitis a 
century later and is classical in its clarity. 

Despite a busy practice he carried on a hectic 
and back-breaking program of experimental work. 
His vast collections of specimens, both anatomical 
and zoological, to which he devoted every last 
farthing of a not inconsiderable income, were pur- 
chased by the British Government after his death 
and became the basis of the famed Hunterian Mu- 
seum of the Royal College of Surgeons. Unfortu- 
nately much of it was destroyed during the bomb- 
ings of World War II. 

The contribution of Hunter lies in his lasting 
influence upon the practice of surgery. Surgical 
physiology, which started with him, has now 
reached astonishing proportions. The volume con- 
taining the collected papers delivered at the 1954 
Forum on Fundamental Surgical Problems of the 
American College of Surgeons reaches the incred- 
ible total of 850 pages. Amid this welter of investi- 
gative work, it is profitable to pause a bit and look 
back. As Wilfred Trotter pointed out, John 
Hunter was, as a consistent and expert user of the 
experimental method, the founder not of an epoch 
but of a school. It is said that he found surgery a 
trade and left it a philosophy. As a result of his 
stature and influence surgery became a major 
branch of scientific medicine, firmly grounded in 
pathology and physiology. This was clearly under- 
stood by Sir James Paget who wrote in his Hun- 
terian Oration of 1877: ‘““Hunter’s great renown is 
commonly told by saying that he was the founder 
of scientific surgery: and so he was, for he first 
studied and taught, in the light and with the meth- 
ods of a large knowledge of physiology, the very 
processes of disease and repair with which the prac- 
tice of surgery is concerned. There were excellent 
surgeons before him and in his own time—saga- 
cious, observant, practical men, by whose researches 
surgery was advancing rapidly in utility and pre- 
cision... . But all the surgery before the time of 
Hunter was only that of experience, and, in so far 
as it was a science at all, it stood alone. To the 
sciences beyond medicine, surgery had no affinity 
at all. Surgery and physiology were far asunder ; 
no one strong mind had ever deeply studied both 
and became conscious that both were parts of the 
same science of living things, and that each might 
give light to the other and each he a test of the 
other's truth. This was Hunter’s greatest work in 





JOHN HUNTER 
Engraving by William Sharp of portrait 
by Sir Joshua Reynolds, now in the 
Royal College of Surgeons, London 


and for surgery. He brought the scientific method 
into the study of the practice, and he welded scien- 
tific knowledge with the lessons of experience.” 
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yom PURPOSE Of this paper is to review the expe- 
rience at the Rhode Island Hospital with the 
treatment of intussusception in infants and chil- 
dren and to stress the importance of early diagnosis 
and early treatment. 

Intussusception is the invagination of one part 
of the colon or small intestine into another part. 
The pediatrician and general practitioner must 
maintain a high index of suspicion of this condi- 
tion which is considered to be one of the most 
important abdominal emergencies in infancy and 
childhood. 

Successful operative reduction of an intussus- 
ception was first accomplished by Hutchinson in 
1874. Since that time many series have been re- 
ported and the mortality rates have been reduced 
to close to zero. While operative reduction is still 
favored in many centers, primary reduction by 
barium enema under fluoroscopic control has been 
strongly recommended by Ravitch and others. Suc- 
cessful reduction of an intussusception by hydro- 
static pressure was first reported by Hirschsprung 
in 1876 and has been popular in Australia and Scan- 
dinavia for many years. It was first done under 
fluoroscopic control in 1927. Ravitch recently re- 
ported success in approximately 90% of his cases 
treated in this manner. He mentioned lessening of 
the morbidity, shortening of the hospitalization, 
and avoidance of trauma to the bowel. In animal 
experiments and in his clinical series, he has shown 
that gangrenous bowel cannot be reduced and that 
perforation of devitalized bowel does not occur 
when the method is properly used. 


Material 

From 1933 through 1955, forty-two proven 
intussusceptions in infants and children were 
treated at the Rhode Island Hospital. Only those 
cases proven either by barium enema or at opera- 
tion are included in this series. Five patients with 
characteristic signs and symptoms of intussuscep- 
tion apparently underwent spontaneous reduction, 
but are not included in the series. The age incidence 


and sex distribution in this series are consistent 
with most other reports (Table 1). 


TABLE I 

Sex 

Patients 64% 
Patients 30% 


Age 
Range—3 months to 8 years 
Under One Year of Age—21 patients 50% 
Under Two Years of Age-—30 patients 71% 


Male 27 
Female 15 


Smith reported on all cases of intussusception 
treated in this hospital from 1934 through 1944, 
but these included adults as well and comparison 
of results would not be significant. 


Symptoms 
The typical patient with intussusception is an 
otherwise very healthy child who experiences sud- 
den severe abdominal pain of a colicky type. The 
asymptomatic periods between these episodes may 
mislead the physician. The symptoms in this series 
are presented (Table IT). 
TABLE II 
Symptoms 
Abdominal Pain 41 patients 98% 
Vomiting 41 patients 98% 
Melena 29 patients 69% 


Signs 

On physical examination, little may be found 
between pains in the relatively early case. A mass 
may be found on abdominal or rectal examination. 
In this series an abdominal mass was palpated in 
59.5 per cent of the cases. Fever over 101 degrees 
Fahrenheit per rectum was present in only 14% of 
the cases. 


Laboratory Aids 
Little in the way of laboratory data is helpful or 
necessary in the diagnosis of this condition. The 
white blood count was elevated over 12,000 in 38% 
of the patients and in three of the patients with 
gangrenous bowel, it was over 16,000. 


Pathogenesis 
A large majority of patients in this age group 
have no mechanical abnormality associated with 
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their intussusception and are of the so-called idio- 
pathic variety. Coexisting pathological lesions are 
occasionally found (Table IIT). 


TABLE III 

Pathogenesis 

36 patients 86% 
3 patients 
1 patient 


Idiopathic 

Meckel’s Diverticulum 

Malrotation of Cecum 

Fibrous Band 1 patient 

Long Appendix 1 patient 

Associated Mesenteric Lymph- 
adenitis—34% of operated patients 


Type of Intussusception 
Most commonly intussusception is of the ileo- 
colic type, and the incidence in this series is con- 
sistent with most other reports (Table IV). 


TABLE IV 
Type of Intussusception 


lleocolic 27 patients 64% 

Ileoileal Plus Ileocolic 7 patients 17% 

Heoileal 4 patients 

Heocolic Plus Colo-colic 4 patients 
Type of Therapy 


Reduction may be accomplished by barium enema 
or operative manipulation. Occasionally resection 
of gangrenous bowel is necessary. The majority of 
cases in this series were treated surgically (Table 


V). 


TABLE V 
Type of Therapy 
A. OPERATIVE 38 patients 90% 
1. Primary Simple Reduction 30 patients 
2. Simple Reduction following 
unsuccessful Barium Enema 
Reduction 
3. Resection 
4. Resection following un- 
successful Barium Enema 


2 patients 
4 patients 


Reduction 1 patient 
5. Laparotomy with Spontan- 
eous Reduction 1 patient 


B. BARIUM ENEMA 


The results using the barium enema reduction 
teclinique are summarized (Table VI). 


4 patients 10% 


TABLE VI 
Barium Enema Reductions 
\ttempted 7 
Successful 4 


Unsuccessful 3 (in one of 
these the ileocolic portion was reduced but the 
‘eoileal part required operation and resection) 


the average duration of symptoms prior to ad- 
mis;ion and the average time between admission 
anc reduction are shown (Table VII). 


TABLE VII 
A. Onset Symptoms to Admission 
37 hours (average ) 
B. Admission to Reduction 5% hours (average) 


Morbidity 
The postoperative complications found in this 
series are summarized (Table VIII). 


TABLE VIII 
Postoperative Complications 
Paralytic Ileus 
Severe Diarrhea 
Tonsillitis 


3 patients 
2 patients 
1 patient 


Febrile Convulsions 1 patient 
Upper Respiratory Infection 1 patient 
Hematoma of Wound 1 patient 
Evisceration 1 patient 
Recurrence of Intussusception 1 patient 


The average duration of hospitalization is listed 
(Table IX). 


TABLE IX 
Duration of Hospitalization (average) 
A. Following Barium Enema Reduction 2.75 days 
B. Following Operative Reduction 10.3. days 
C. Following Resection of Bowel 9 days 


Mortality 


There were two deaths in the series for an over- 
all mortality rate of 4.8% and there have been no 
deaths since 1942. The first death occurred in 1938, 


concluded on next page 





CLINICAL DISCIPLINE 


It seems to me, therefore, that there are two lessons we 
may learn from the history of modern medicine, lessons 
for the teacher not less than for the taught. That the 
clinical discipline is the real and only sound foundation 
of wisdom in the practice of medicine. Secondly, that a 
great safeguard against partial thinking and specialist 
enthusiasms is, at least for those who teach medicine, 
some measure of understanding of the history of modern 
medicine. This does not simply mean familiarity with the 
chronicles of medicine, which is what is commonly under- 
stood by the term “the history of medicine.” After all, 
chronicles are merely the raw material of history. What 
we need is some appreciation of the movements of 
thought, the rise of new insights — their good and their 
bad influence. Modern medicine is rooted in its past, and 
of that past we should seek to understand the significance. 
Such an understanding is surely vital to the teaching of 
medicine. Only when we possess it can we hope to orient 
ourselves in the rapidly growing body of knowledge and 
avoid the errors and illusions of finality of our predeces- 
sors and of some of our contemporaries. 

The one enduring and unbroken thread which runs 
through the past three centuries of medical history, some- 
times hidden in the rich and intricate fabric of medical 
knowledge, but always holding it together and lending 
coherence to its pattern, is the clinical discipline. With- 
out it, medicine must become a chaos of techniques em- 
ployed by clever people devoid of humanism and prac- 
tical wisdom. 

SIR FRANCIS WALSHE 
On Clinical Medicine 
Lancet Dec. 16, 1950 
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in a one-year-old male who had a simple reduction 
of an ileocolic intussusception and died on the 
fourth postoperative day with a diagnosis of lobar 
pneumonia. No post-mortem examination was ob- 
tained. The other was a five-month-old male ad- 
mitted, in 1942, with a 24-hour history of pain and 
an associated upper respiratory infection. He was 
operated upon 26 hours later. An ileoileal and ileo- 
colic intussusception was reduced and a Meckel’s 
diverticulum excised. The patient died on the oper- 
ating table. Post-mortem examination revealed a 
partial atelectasis, interstitial pneumonitis and 
acute ulcerative ileitis. 
Discussion 

Analysis of the cases in this relatively small 
series adds little to our knowledge of the diagnosis 
of intussusception. 

The recent trend toward a primary attempt at 
barium enema reduction is reflected in these rec- 
ords and the high incidence of failure is noted. This 
may indicate a conservative attitude on the part of 
the roentgenologist but, in view of recent reports 
of bowel perforation secondary to over-zealous at- 
tempts at barium enema reduction, it would seem 
to be a healthy attitude. No undue delay in reduc- 
tion has occurred and there have been no complica- 
tions associated with barium enema reduction in 
this series. The importance of having the surgeon 


in charge of the case immediately on admission is 
emphasized, and if the decision is made to attempt 





EXCERPTA MEDICA 


Geriatrics is a term to which it may be possible to at- 
tach undue emphasis. When a man reaches the age of 65 
he will count himself fortunate if he has more than fifteen 
years to live. What does he want during those years? 
Is it reasonable comfort, food, shelter, and relief from the 
more serious disabilities? Or does he expect to be en- 
tirely reconditioned like a second-hand motor-car? Many 
people both inside and outside the medical profession are 
busily engaged in pointing out that the country can afford 
to spend only a certain amount on medical services. Their 
proposals as to how this money should be allocated are 
not always clearly expressed, but all will agree that any 
proposal to spend large sums of money on elaborate 
services for the care of the aged needs careful scrutiny if 
it is to be at the expense of the young. Recent research 
in the Department of Experimental Psychology of Cam- 
bridge University has shown that the process of ageing 
begins in the early thirties. Is it not to the postponement 
of the ageing process that we should devote our main 
efforts? 

The real problems of the future lie in the middle-aged 
groups. The speed and stress of modern life tell particu- 
larly on those holding executive responsibility, whether 
as managing director or works foreman. It is already 
clearly shown in the incidence of peptic ulcer, which in 
1947 accounted for eight out of every thousand people ill 
during an average month and caused twenty-six out of 
each thousand days of incapacity. Coronary thrombosis, 
and psychosomatic disorders of the skin, circulatory and 
digestive systems may be expected to take the place of the 
more simple functional symptoms of earlier generations. 

The Future of the Practice of Medicine 
A. LESLIE BANKS 


The Lancet — December 23, 1950 
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barium enema reduction it should be his responsi- 
bility to see that it is done properly and without 
delay. A successful barium enema reduction un- 
doubtedly lessens the morbidity and decreases thie 
duration of hospitalization but it must always be 
done in a hospital with facilities for immediate 
operation available. 


SUMMARY 


Forty-two proven cases of intussusception in 
infants and children are reported from the Rhode 
Island Hospital with an over-all mortality rate of 
4.8%. The importance of early diagnosis and early 
treatment by surgery or barium enema reduction is 
emphasized. An initial attempt at reduction by 
barium enema is recommended. 


BIBLIOGRAPHY 

1Clubbe, C. P. B.: Diagnosis and Treatment of Intussus- 
ception. London: Oxford University Press, 1921 
2Girdony, B. R.; Bass, L. W.; and Grier, G. W.: Reduc- 
tion of ileocecal intussusception by hydrostatic pressure 
Radiology—60 :518, 1953 

3Gross, Robert E.: The Surgery of Infancy and Child- 
hood. Pp. 281-301—Philadelphia and London: W. B. 
Saunders Co., 1953 

4Hipsley, P. L.: Intussusception and its treatment by 
hydrostatic pressure: based on an analysis of one hun- 
dred consecutive cases so treated. Med. J. Australia— 
2:201, 1926 

5Hirschsprung, H.: Tilfaelde of subakus Tarminvagina- 
tion Hospitalstidende—3 :321, 1876 

6Hutchinson, Jonathan: A successful case of abdominal 
section for intussusception. Tr. Roy. Med. and Chir. Soc. 
—57 :31, 1874 

7Kahle, H. Reichard: Intussusception in children under 
two years of age; an analysis of 54 from Charity Hos- 
pital of Louisiana at New Orleans. Surgery—29 :182, 
1950 

8Kahle, H. Reichard, and Thompson, C. T.: Diagnostic 
and therapeutic considerations of intussusception. Surg. 
Gyn. Obst.—97 :693, 1953 

9Olsson, Y., and Pallin, G.: Uber das Bild der akuten 
Darminvagination bei Roentgenuntersuchung und uber 
Desinvagination mit Hilfe von Kontrastlavements. Acta. 
Chir. Scand.—61 :371, 1927 

10Pouliquier, M., et De La Marnierre: Indication du 
Lavement Bismuthe dans Vertaines formes d’Invagina- 
tions Intestinales. Bull. et Mem. Soc. Nat. de Chirurgie 
—53 :1016, 1927 

11Ravitch, M. M., and McCure, Robert M. J.: Reduction 
of Intussusception by having enema. Ann. Surg.— 
128 :904, 1948 

12Ravitch, M. M.: Intussusception in infants and _ chil- 
dren; analysis of 152 cases, with a discussion of reduc- 
tion by barium enema. J. Pediat., St. Louis—37 :153, 1950 

13Ravitch, M. M.: Reduction of intussusception by barium 
enema. Surg. Gyn. Obst.—99 :431-435, 1954 

14Retan, G. M.: Non-operative treatment of intussuscep- 
tion. Am. J. Dis. Child.—33 :765, 1927 

15Santulli, T. V., and Ferrer, J. M. J.: Intussusception: 
An appraisal of present therapy. Ann. Surg.—143:8, 
1956 

16Smith, O. F.: Intussusception, diagnosis and treatment. 
Am. J. Surg.—70:158, 1945 

17Ware, G. W., and Coffey, R. J.: Intussusception in 
Infancy and Childhood. Surg. Gyn. Obst.—91 :173-178, 
1950 





EDITORIALS 





TTVTYVUCTVUVUUV UT UT VUE TTT PUT UT TU VT TerVUrUereerererveeveververre 





The RHODE ISLAND MEDICAL JOURNAL 


Owned and Published Monthly by the Rhode Island Medical Society 


106 Francis Street, Providence, Rhode Island 





Editor-in-Chief 


Joun E. Don ey, M.D., 222 Broadway, Providence 


Associate Editors-in-Chief 


Avex M. Burcess, Sr., M.D., Henri E. GAUTHIER, M.D., SEEBERT J. GOLDOWSKY, M.D. 


Assistant Editors 


CHARLES J. ASHWORTH, M.D. 
Joun A. DILLON, M.D. 
HERBERT FANGER, M.D. 


Witi1AM J. MacDOoNALp, M.D. 
Ear J. Mara, M.D. 
THOMAS PERRY, JR., M.D. 


Managing Editor 


Joun E. Farrett, sc.p., 106 Francis Street, Providence 3 





THE ARTHUR HILER RUGGLES ORATION 


U MUST BE gratifying to Doctor Ruggles in the 
autumn of his career, as it is indeed to his host 
of friends, to attend the annual meetings of the 
Rhode Island Society for Mental Hygiene to listen 


to the oration delivered in his honor. No one is 
more worthy of such commemoration. As a young 
psychiatrist he had the great good fortune to be- 
come the protegé of Doctor G. Alder Blumer, 
scholar and physician, who did so much to sustain 
and to increase the fame of Butler Hospital; and 
when he succeeded to the office of Doctor Blumer 
he kept alive through twenty-five fruitful years the 
spirit and tradition of his eminent predecessor. 
Busy as he was with his hospital duties, Doctor 
Ruggles was never the kind of man whose interests 
and activities could be limited by hospital walls. 
For humanitarian that he is, he found time to con- 
tribute his generous share to the furtherance of 
every good cause in the community at large. For 
these reasons and many more, he is held in increas- 
ingly affectionate esteem by the people of this state. 
The Ruggles Oration of Doctor Leo Bartemeier 
is concerned with some common misconceptions 
about mental health. Doctor Bartemeier’s conten- 
tion is, as that of all practicing physicians should be, 


that the separation of mind from body is as false in 
theory as in practice it is pernicious. “In speaking 
of mental health,” he says, “we perpetuate the con- 
cept that the body and mind are separate, that men- 
tal functioning and physical functioning are dif- 
ferent from each other”; and again he remarks, 
“Tt is not a question of whether a person’s illness is 
physical or mental, but to what extent it is physical 
and to what extent it is mental.” Supporting his 
thesis with illustrative cases, he demonstrates the 
falsity of the bifurcation of mind and body. 

Because of our customary intellectual innocence 
we doctors have been misled for three hundred 
years by the speculations of the philosophers. The 
result was that as Lord Acton put it, “The worst 
use of theory is to make man insensible to fact.” 
The trouble began with that brilliant seventeenth 
century Frenchman, René Descartes, who is called 
the founder of modern philosophy. Finding him- 
self at leisure in a stove-heated room, he proceeded 
to divide himself and us into two parts—a soul 
whose function it is to think, and a body which is a 
mere machine, these two having no connection with 
each other except in the pineal gland. 


Thus was the bad Cartesian dualism foisted upon 
continued on next page 
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us in spite of the fact that as practical physicians, 
dealing daily with living men and women, we should 
all along have recognized its falsity. That we are 
now recovering our professional health is evidenced 
by the amount of contemporary talk and writing 
about psychosomatic medicine. Like the man who 
lighted a candle to see the sun, we are discovering 
that we are neither angels nor machines, but men— 
that is to say, persons. Plato, as usual, got hold of 
the truth when he declared : “Good physicians apply 
their treatment to the whole body and attempt to 
heal the sick part or organ by treating the whole 
individual.” 


DEPENDENTS’ MEDICAL CARE ACT 

Public Law 569, known as the new Dependents’ 
Medical Care Act, presents the profession of Rhode 
Island, as well as in the other states, with a new 
problem in the provision of medical services for the 
immediate family of each member of the uniformed 
forces on active duty. (See act summary on page 
574. ) 

The act states that the medical care for the 
spouses and children of men on active duty with the 
armed forces shall be ‘‘subject to such reasonable 
limitations, additions, exclusions, definitions, and 
related provisions as the Secretary of Defense, 
after consultation with the Secretary of Health, 
Education and Welfare, may deem appropriate.” 
The only exception noted in the directive is that 
medical care normally considered to be outpatient 
care will not be authorized. 

To each of the state medical associations has been 
given the assignment of preparing a schedule of 
fees for services performed by or under the super- 
vision of a physician. A 115-page nomenclature 
book has been prepared by the Department of De- 
fense, and each state society is- asked to file its 
schedule promptly in order that the program may 
be inaugurated on the effective date early in De- 
cember when payments will be made for the first 
time. 

A committee of more than fifty physicians repre- 
senting all the various specialties of medicine will 
draft the Rhode Island schedule by authority of the 
House of Delegates. With outstanding medical 
facilities available at the Newport Naval hospital, 
and at the Infirmary at the Quonset Air Station, it 
is doubtful that Rhode Island physicians will be 
called upon often to render services. Nevertheless, 
the Society will cooperate fully and will submit a 
schedule of current prevailing charges. 

The wide latitude noted above which will allow 
the Department of Defense to limit, add, exclude, 
or define the scope of services under the act would 
appear to be the mechanism by which the law will 
take on varying aspects in the months ahead by 
administrative regulation. The current ruling, for 
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example, is that a dependent requesting care at a 
uniformed services facility will be expected to use 
the facilities servicing the area in which the depen:|- 
ent resides, while dependents eligible for civiliin 
medical care who are not residing with their spon- 
sors shall have free choice between uniformed sery- 
ices medical facilities and civilian medical facilities, 

But this ruling is immediately contraindicated in 
further implementation of the act with the escape 
clause that those having free choice of uniformed 
services facilities and civilian medical facilities may 
be required (when in a prescribed area) to utilize 
the uniformed services medical facilities if the 
Secretary of the service decides such facility is 
adequate, or if he considers that use of the civilian 
facility “has affected adversely or may affect ad- 
versely, the optimum economic utilization of the 
uniformed services medical facility.” In plainer 
words it would appear that if too many dependents 
use civilian facilities, thus cutting down on the in- 
patient load at the Army or Navy hospitals in the 
given area, the civilian provision would quickly be 
limited, excluded, or even eliminated. 

All of which leads us to the conclusion that medi- 
cal care through government supervision will be 
carefully circumscribed by regulations, restrictions, 
and not too free a choice of doctor or hospital. 


MASTERS IN MEDICINE 


Addressing his students of history, Lord Acton 
once remarked, “It is our function to keep in view 
and to command the movements of ideas which are 
not the effect but the cause of public events.”” What 
is true of general history is equally true of medical 
history ; for ideas, streaming down the centuries, 
many of them grotesque, some obstructive, others 
revolutionary and creative, have made us physicians 
and surgeons what we are. 

Believing that our colleagues will be interested in 
the men whose ideas have contributed significantly 
to the progress of medicine, we purpose to publish 
in the JouRNAL, from time to time, brief accounts 
of some of the masters in medicine. In this issue we 
are pleased to publish Doctor Seebert Goldowsky’s 
sketch of John Hunter, who found surgery a rude 
and inferior trade and left it a dignified, scientific 
profession. 


MEDICAL SCHOOL SUPPORT 


This school year will bring the usual appeals to 
alumni everywhere to support the “old school.” 
Doctors will be asked to contribute to their medical 
schools. With increasing encroachment of the gov- 
ernment in both health and education, the profes- 
sion must realize that private funds are necessary 
unless there is to be an increasing federal role in 
the schools. 





EDITORIALS 


Last year three hundred and twenty-nine Rhode 
Island physicians gave $10,563.38 to their schools. 
Thus a little more than one third of our doctors 
coutributed an average of $31.44. While there were 
a few gifts of $100.00 and over, there were far 
more of $10.00 and under. 

There is not a medical school in the country that 
is not feeling serious financial strain. Most of us 
went to schools where tuition was reduced by about 
a quarter through the endowments of past donors. 
It seems obvious that we, the recipients of this 
generosity, should give the system of education we 
believe in our strongest support. Rhode Island doc- 
tors should be making more gifts and more of them 
should be in three figures. 


DANGEROUS CHEMICALS IN OUR FOODS 


The increasingly frequent use of chemicals in 
the processing and manufacturing of our foods is 
producing a serious problem in public health. 
Every housewife is serving foods containing chemi- 
cals, the safety of which for human consumption 
is more than questionable. Many of them have been 
proven to be toxic, allergenic and carcinogenic. 


The Federal Food, Drug and Cosmetic Act re- 
quires the manufacturer of a new drug to present 
evidence of its safety before he places it upon the 
market, but no such restriction applies to the pro- 
cessors or manufacturers of foods. 

One of the most concise summaries of the pres- 
ent situation is that of the Consumers Union pre- 
sented in its testimony in Washington in June, 
1952 before the House Select Committee to In- 
vestigate the Use of Chemicals in Foods. The 
Consumers Union stated : “The temptation by food 
processors and manufacturers to use new chemicals 
for the ostensible purpose of preserving or im- 
proving the nutritive properties, flavor, taste, ap- 
pearance, keeping quality and freshness in food 
has been almost irresistible. The trade journals of 
the food industries regularly contain announce- 
ments of new chemicals which reputedly are of 
value in improving stability and other properties 
of food for accelerating ‘consumer acceptance.’ 
Vith appropriate advertising pressure and other 
arts, the businessman is easily convinced that a 
certain chemical has merit in his industry. Under 
present provisions of our Federal Food, Drug and 
Cosmetic Act, if a processed food is not one of the 
relatively few for which ‘definitions and standards 
of identity’ have been established by the Food 
and Drug Administration, then the businessman is 
in a position to use almost any ingredient in the 
processing or manufacturing of his product.” 

doctor Franklin Bing of the American Public 
He: ith Association has stated that in his opinion, 
“Recent developments indicate that the mainte- 
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nance of the integrity of foods involves not only 
consideration of new chemical additives, but . . . 
also requires a re-examination of some of the in- 
gredients commonly used in foods for years.” Re- 
cently John L. Harvey, Deputy Commissioner of 
the Food and Drug Administration, declared : “We 
are very much concerned about the situation. We 
are urging new legislation requiring manufacturers 
to prove the safety of food additives before they 
are used. Without better control, the chances of 
something happening will increase constantly.” 

These are but a few of the opinions which might 
be quoted to show how seriously the experts regard 
the issues raised by chemical additives in our food 
supply. For anyone who may be interested in this 
subject, there is an interesting and informative 
article in the September issue of CoNSUMERS RE- 
ports. Another timely discussion of this important 
problem is New Problems of Food Safety, in the 
September 22, 1956 issue of the JOURNAL OF THE 
AMERICAN MEpICAL ASSOCIATION. 


NOISE IN 1928 
Mrs. DeJong, our versatile librarian, has a 
penchant for discovering interesting items about 
the past of our Medical Society. Her most recent 
find is the following from the Ruope IsLtanp 
MEDICAL JouRNAL of July, 1928: 

Doctor Fulton called attention to the probable 
need of the Society for a site for its library and 
meeting place. He called attention to the fact 
that the present stock room is nearing its capacity 
for books, and the probable restriction in park- 
ing space incident to the construction and use of 
the new Masonic Temple adjacent to our build- 
ing, and of the increasing noise incident to traf- 
fic as a disturbance of our proceedings. On mo- 
tion of Doctor Brown, seconded by Doctor 
White, the President was instructed to appoint a 
committee of not less than five members to in- 
vestigate the matter of a possible new site for 
the Medical Library and to report to the House 
of Delegates at a subsequent meeting, and it was 
so voted, the following committee being ap- 
pointed : Doctor Frank T. Fulton, Doctor Halsey 
DeWolf, Doctor J. M. Peters, Doctor J. E. 
Mowry, Doctor George H. Crooker, and Doctor 
E. S. Brackett. 





EXCERPTA MEDICA 


The most essential part of a student's instruction is 
obtained, as I believe, not in the lecture room, but at the 
bedside. Nothing seen there is lost; the rhythms of dis- 
ease are learned by frequent repetition; its unforeseen 
occurrences stamp themselves indelibly on the memory. 
Before the student is aware of what he has acquired he has 
learned the aspects and causes and probable issue of the 
diseases he has seen with his teacher, and the proper mode 
of treating them, so far as his master knows. 


OLIVER WENDELL HOLMES 
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ener gua of the eyelids may be grouped as common 
and uncommon, benign and malignant. The 
term malignant is usually given to disorders en- 
dangering life. The usually benign alopecia areata, 
in rare cases, becomes total and hopeless. Then, it 
is named alopecia maligna, although the life of the 
patient is not in danger. Similarly, perfectly benign 
tumors of the eyelids can be termed in a broad 
sense malignant because of the disfiguration and 
the difficulty in their removal. 

Regional pathology helps in the diagnosis of tu- 
mors of the eyelids. The common raised yellow 
patches of xanthelasma palpebrarum (fig. 1) for 
instance, offer an easy diagnosis because the dis- 
order seems to favor the eyelids. On the other 
hand, a nodule of Kaposi’s sarcoma on an eyelid, 
would be an exceptional finding. 

Warts are among the common benign tumors 
often found on the eyelids (fig. 2). It seems that 
the region in which the wart is located affects the 
prognosis. While warts located on the face usually 
respond quickly to therapy, the same viral structure 
located on the fingers, particularly around the nail, 
and those located on the soles, are among the most 
distressingly resistant to a variety of therapeutic 
procedures. Warts of the eyelids (fig. 2) are 
treated effectively by electrodesiccation. Curettage 
after desiccation is unnecessary. Like for other 
warts, the coagulated tissue, if left undisturbed, 
acts like a protector against secondary infection. 

The common mole or solid nevus, pigmented or 
not, appears frequently on the eyelids (fig. 3). 
When in doubt, a biopsy is indicated. In general 
the experienced dermatologist may avoid unneces- 
sary scarring and proceed with electrodesiccation. 
For the inexperienced a biopsy is always indicated. 

In s«xanthelasma palpebrarum (fig. 1) hyper- 
cholesterinemia is seldom found and usually there 
are no other cutaneous or internal manifestations 
of xanthomatosis. Consequently it is treated as 
a benign local tumor and removed by electro- 
desiccation or dichloroacetic acid or by surgical 


excision. However, the patient is instructed to 
avoid food of high cholesterol content, like eggs. 

Seborrheic-senile keratoses so common on the 
skin, are seldom seen on the eyelids. The diagnosis 
is quite obvious and the treatment of choice is 
electrodesiccation. Occasionally from one of these 
keratoses a cutaneous horn protrudes (fig. 4). For 
this condition also electrodesiccation is indicated. 
Surgery is indicated for removal of the meibomian 
cyst (chalazion). This may sometimes have the 
appearance of a nevus or an epithelioma. 

Milia are very common. They may be isolated 
or grouped (fig. 5). Epstein and Kligman! demon- 
strated that they are not retention cysts, as is com- 
monly believed, Lut benign keratinizing tumors 
which may occur independently of glandular struc- 
tures. The treatment of choice is electrodesicca- 
tion. Several treatments are necessary when milia 
are present in large numbers, a condition deserving 
the term of miliosis.” 

A fairly common benign tumor electively located 
on the lower eyelid is the syringoma (hidro- 
adenoma) (fig. 7). While milia are round, ball- 
like, protruding, white, movable, and stony to the 
touch, the lesions of syringoma are flat, whitish and 
smooth. They can be removed successfully by 
electrodesiccation. It is not advisable however, to 
insist on their removal. The patient seeking treat- 
ment is always a woman and the eyelids are usually 
highly pigmented. In the removal of the lesion the 
pigmented layer of the epidermis is also destroyed 
and while the result is a smooth scar level with the 
skin, its color may be objectionably white and con- 
trasting with the rest of the dark eyelid, gives a 
final appearance as bad as before. Surgical excision 
of the entire eyelid would avoid this sequela, but 
it is hardly indicated. 

Molluscum contagiosum can be grouped among 
the common benign tumors. Easily transmissible, 
as the name indicates, it is seen in large numbers 
on the trunks of boys who engage in wrestling in 
school. Occasionally it is found on the eyelids, 
inoculated by the fingernails. In figure 8 at top left 
is illustrated the typical appearance of this tumor 
on a hand, undisturbed by scratching or treatment. 
The picture at top right shows the same lesion un- 
diagnosed for a couple of years, and subjected to 
various forms of treatment. The virus-induced 
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FIGURE 1 
Xanthelasma palpebrarum 


FIGURE 2 
Common warts (verrucae vulgares ) 


FIGURE 4 
Cutaneous horn 


FIGURE 7 
Syringoma (hidroadenoma ) 


tumor is one of the easiest to handle; a pair of 
tweezers is all that is needed. The onion-shaped 
and onion-looking epidermal structure is shelled 
out; the area is touched with weak tincture of 
iodine, a band aid is applied and the treatment 
completed. 

Rare is comedo-miliosis (fig. 9) called by the 
French élastéidose cutanée nodulaire a kystes et a 


FIGURE 5 
Milia (epidermal keratin cysts) 


FIGURE 3 

Common solid moles more or less pigmented. The one 
on top right shows comedos. A curious story goes with 
the black hairy nevus (lower right). The patient’s 
mother, in Italy, requested that antismallpox vaccination 
be done below the eyelid, hoping to chase the nevus out. 
Radical prophylactic measures against possible changes 
into a malignant melanoma would be difficult in this case. 


FIGURE 6 
Keratocystoma (epidermal cyst) 
with features of steatocystoma 


comédons® (Favre and Racouchot’s disease). Un- 
common is extensive neurofibromatosis of the eye- 
lids. 

Hemangioma is a vascular tumor distinctly be- 
nign. However, in certain locations such as the 
orbital area, in a broad sense, it may be considered 
malignant because of the disfigurement and the 


difficulty of the treatment. It has been repeated 
continued on next page 
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that operation is the only way to treat tumors of 
the skin, with the exception of warts. Figures 10 
and 11 are examples of a peculiar situation. The 
surgeon is inclined to state that the best treatment 
of hemangioma is operation. Surgical removal of 
orbital hemangioma is difficult and costly. Figure 
10 shows how a painless office procedure, taking a 
few minutes, can obtain very good results. The 
patient in figure 11 received a combination of radia- 
tions and carbon dioxide freezing. The result is 
fair. With the present knowledge of spontaneous 
involution of hemangioma* this case could have 
been let alone, and could have involuted spontane- 
ously, as did similar cases reported by Hopkins,’ 
Ronchese* and Schiff.® 

A common tumor of the eyelid is basal cell epi- 
thelioma. It is a low grade cancer of the skin, in 
general easily and permanently curable. When it is 
located about the eyelids the situation is changed 
for the worse. The margin of excision is limited. 
It must also be remembered that often elderly pa- 
tients refuse surgery. Figures 12, 13, 14 show the 
favorable results of radon implants and roentgen 
therapy for basal cell epithelioma of the eyelids. 
This may apply also to squamous cell epithelioma 
increasing the amount of radiation according to the 
grade of the tumor. In case of the recurrence of 
any malignant tumor further radiations are contra- 
indicated and wide surgical excision with plastic 
repair is the treatment of choice. 


SUMMARY 


Common and uncommon, benign and malignant 
tumors located on the eyelids are briefly discussed. 


FIGURE 8 


Molluscum contagiosum 
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FIGURE 9 
Comedo-miliosis-elastoidosis 


FIGURE 10 


This cavernous hemangioma was treated in 1944 with 
3, 0.25 millicuries radon implants. No damage to eye or 
bones resulted. The photo at right (1948) shows small 
remnants, later removed by electrocoagulation. 


| 


FIGURE 11 


This hemangioma received in 1940 a combination of 
surface radium, carbon dioxide snow and sclerosing in- 
jections. No damage resulted to the eye. Scarring is fair. 
In the light of present day knowledge of the high per- 
centage of spontaneous involution of hemangioma, ex- 
pectant therapy is advisable for a similar case. 








Butterfield’s 
DRUG STORE 


Corner Chalkstone & Academy Aves. 


ELMHURST 1-1957 
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FIGURE 12 


Woman, 70. Basal cell epithelioma. 2875 r filtered, 
June 1951. Photo at right, October 1951. No recurrence 
to date. Scar satisfactory. 


FIGURE 13 


Man, 50. Basal cell epithelioma. Received 3, 1 milli- 
curie radon implants, July 12, 1943. Photo at right is of 
February 10, 1953. Scar, satisfactory. 


FIGURE 14 


Man, 75. Basal cell epithelioma treated with 1 milli- 
curie radon implant in 1951. No recurrence to date. 


REFERENCES 
1Epstein, W., and Kligman, A. M.: The pathogenesis of 
milia and benign tumors of the skin, J. Invest. Derm. 26:1 
(Jan.) 1956. 
“Ronchese, F.: Cicatricial comedos and milia, Arch. of 
Derm. 61 :498, 1950. 
3DeGraciansky, P., and Boulle, S.: Atlas de dermatologie 
en couleurs, fasc. II, Maloine, Paris, 1955. 
4Ronchese, F.: The spontaneous involution of cutaneous 
vascular tumors, A. J. Surg. 86:376 (Oct.) 1953. 
‘Hopkins, J. G.: Vascular nevus with spontaneous involu- 
tion, Arch. of Derm. 43 :1033, 1941. 
®8Schiff, B. L.: Cavernous hemangioma: Spontaneous invo- 
lution, A.M.A. Arch. of Derm. 70:543 (Oct.) 1954. 
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COMMON MISCONCEPTIONS ABOUT 
MENTAL HEALTH, MIND AND BODY 
concluded from page 553 

In 1940 he was the first recipient of a silver 
plaque awarded in recognition of the most out- 
standing contribution of a citizen of Providence to 
the promotion of community welfare. Arthur 
Ruggles is a friend of mankind. He is one who 
has served this hospital well for many, many years 
and its reopening will be a fitting commemoration 
of his services. 

No one is continuously healthy. People are more 
or less well, i.e., they function at varying levels of 
effectiveness. They are speeded up and slowed 
down. These changes are akin to the variations in 
the temperature, the pulse, the shifting levels of 
blood pressure. Many of those who are well most 
of the time verge on the border of becoming ill. 
Their health is maintained by a narrow margin. 
Separation from a loved person through death, 
through moving away, through job retirement, 
through surgery, through illness, are some of the 
precipitating factors of acute illness. 

The sick people in the community who are not 
patients, i.e., who do not consult physicians and 
who are not hospitalized are able to manage more 
or less by virtue of specific supports within them- 
selves and outside themselves. No one can be cer- 
tain of his health tomorrow and it behooves the 
trustees of Butler Hospital to continue to provide 
the professional services of this great institution 
for the welfare of everyone, both near and far. 





TELEVISION PROGRAMS 
OF THE 
WOMAN’S AUXILIARY 


November 7, 1956 
STRABISMUS 
H. Frederick Stephens, M.D.; Linus A. Shee- 
han, M.D.; Lee G. Sannella, M.D. 
November 14, 1956 


DIFFERENT TYPES OF 
ANESTHESIA AND WHY 


Harry E. Darrah, M.D. 


November 21, 1956 
ALLERGY IN CHILDREN 


Peter L. Mathieu, Jr.. M.D.; Betty Burkhardt 
Mathieu, M.D. 
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THE JOHN F. KENNEY MEMORIAL CLINIC DAY 
of 
THE MEMORIAL HOSPITAL INTERNS’ ALUMNI ASSOCIATION 





at 


THE MEMORIAL HOSPITAL PAWTUCKET, RHODE ISLAND 
WEDNESDAY, NOVEMBER 14, 1956 LOCATION: Auditorium, Brewster Street 





MORNING SESSION (10:00 A.M. to 12:30 P.M.) 
PRESIDING: Eart F. Mara, M.D. 

10:00 to 10:20 TRANQUILIZING DRUGS: USES AND ABUSES FOR THE NERVOUS 
PATIENT. Laurence A. Senseman, M.D. 

10:25 to 1045: TRAUMATIC NEUROMATOMA OF THE DIGITAL NERVE. 
Stanley D. Simon, M.D. 

10:50 to 11:10 MALABSORPTION SYNDROMES DUE TO EXTENSIVE RESECTION 
OF THE SMALL INTESTINE. Edwin F. Lovering, M.D.; Robert G. Fortin, M.D. 

11:15 to 11:35 URINARY TRACT INFECTION IN CHILDREN. Ferdinand S. Forgiel, M.D.; 
Daniel S. Liang, M.D. 

11:40to 12:00 TREATMENT OF VARICOSE VEINS AND ULCERS. 
Jesse P. Eddy III, M.D. 

12:05 to 12:30 PRINCIPLES OF ELECTROLYTE MANAGEMENT IN INFANTS AND 
CHILDREN. Panel; Earl F. Kelly, M.D., Moderator ; Alexander Jaworski, M.D.; John F. Hogan, 
M.D.; William P. Shields, M.D.; Harold H. Brown, Ph.D. 


12:35to 1:55 Buffet Luncheon 





AFTERNOON SESSION (2:00 P.M. to 5:00 P.M.) 
PRESIDING: Francis E. Hanley, M.D., Chairman 
GREETINGS: Herbert H. Brooks, President of the Memorial Hospital 





1. ISOTOPE THERAPY IN THE TREATMENT OF THYROID DISEASE. Dr. Earle 
M. Chapman, Physician, Massachusetts General Hospital; Assistant Clinical Professor of Medi- 
cine, Harvard Medical School. 

. THE MODERN THERAPY OF DIABETES MELLITUS AND VALUE OF THE 
NEW ORAL ANTIDIABETIC COMPOUNDS. Dr. Reed Harwood, Associate Physician, 
Massachusetts General Hospital. 

3. THE MODERN TREATMENT OF OBLITERATIVE ARTERIAL DISEASE OF 
THE LOWER EXTREMITIES TO INCLUDE: THE CHOICE OF AMPUTATION, 
THE INDICATIONS FOR TRANSMETATARSAL AMPUTATIONS, AND THE 
ROLE OF ARTERIAL GRAFTS. Dr. Frank C. Wheelock, Jr., Assistant Surgeon, Massa- 
chusetts General Hospital; Assistant in Surgery, Harvard Medical School. 

. THE TREATMENT OF CIRRHOSIS OF THE LIVER WITH AND WITHOUT 
BLEEDING ESOPHAGEAL VARICES. Dr. Daniel S. Ellis, Assistant Physician, Massa- 
chusetts General Hospital; Assistant in Medicine, Harvard Medical School. 

. THE MODERN SURGICAL TREATMENT OF ANEURYSMS AND OBLITERA- 
TIVE DISEASE OF THE ABDOMINAL AORTA AND ILIAC ARTERIES. Dr. Robert 
R. Linton, Visiting Surgeon, Massachusetts General Hospital; Assistant Clinical Professor of 
Surgery, Harvard Medical School. 
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PRO-BANTHINE: 


FOR ANTICHOLINERGIC ACTION 


A Combined Neuro-Effector 
and Ganglion Inhibitor 


Pro-Banthine consistently controls gastrointestinal 
hypermotility and spasm and the attendant symptoms. 


Pro-Banthine is an improved anticholinergic 
compound. Its unique pharmacologic proper- 
ties are a decided advance in the control of the 
most common symptoms of smooth muscle spasm 
in all segments of the gastrointestinal tract. 

By controlling excess motility of the gastroin- 
testinal tract, Pro-Banthine has found wide use! 
in the treatment of peptic ulcer, functional diar- 
theas, regional enteritis and ulcerative colitis. It 


is also valuable in the treatment of pylorospasm 
and spasm of the sphincter of Oddi. 

Roback and Beal? found that Pro-Banthine 
orally was an “inhibitor of spontaneous and his- 
tamine-stimulated gastric secretion” which ‘“‘re- 
sulted in marked and prolonged inhibition of the 
motility of the stomach, jejunum, and colon. ...” 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with parasympathetic 
inhibition. Dryness of the mouth and blurred 
vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents. 

In Roback and Beal’s? series ‘‘Side effects were 
almost entirely absent in single doses of 30 or 
40 mg....” 

Pro-Banthine (8-diisopropylaminoethy] xan- 
thene-9-carboxylate methobromide, brand of 
propantheline bromide) is available in three dos- 
age forms: sugar-coated tablets of 15 mg. ; sugar- 
coated tablets of 15 mg. of Pro-Banthine with 15 
mg. of phervbarbital, for use when anxiety and 
tension are complicating factors; ampuls of 30 
mg., for more rapid effects and in instances when 
oral medication is impractical or impossible. 

For the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tablets 
(30 mg.) at bedtime will be adequate. G. D. 
Searle & Co., Research in the Service of Medicine. 


1. Schwartz I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
Gastroenterology 25:416 (Nov.) 1953. 

2. Roback, R. A., and Beal, J. M.: Gastroenterology 25:24 
(Sept.) 1953. 


Clinical trial packages of Pro-Banthine and the new booklet, ‘*Case 
Histories of Anticholinergic Action,’’ are available on request to... 


P. O. Box 5110-C-16 
Chicago 80, Illinois 





ATARAXOID is a unique, new combination of STERANE and 
ATARAX, which now permits simultaneous symptomatic 
control and reduction of attendant anxiety and apprehension 
in rheumatoid arthritis and other indications. 


The added tranquilizer control, desirably easing mental stress, 
also directly assists clinical progress. It minimizes the 

chance of exacerbation related to emotional strain and 
facilitates patient confidence and cooperation in the 
therapeutic program toward maximum rehabilitation. 


ATARAXOID exerts the anti-rheumatic, anti- 
inflammatory activity of STERANE distinctly superior 
to previous steroids, effective in radically reduced 
dosage, and with minimal disturbance of electrolyte 


and fluid metabolism. 


The ataractic effect is a 
central neuro-relaxing 
action — the result of 

a marked cerebral speci- 
ficity — free of mental 
fogging and devoid of any 
major complications: 

no liver, blood or brain 
damage. This peace- 
of-mind component is 
also used in the lowest 
dosage range. 


Supplied: Each green, scored, 
ATARAXOID oral tablet 
contains 5 mg. prednisolone 
(STERANE) and 10 mg. 
hydroxyzine hydrochloride 
(ATARAX). Bottles of 30 

and 100. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 





first 
only 


dimultameoutly 
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THE NEW DEPENDENTS’ MEDICAL CARE ACT 


Brief Summary of the Highlights of Public Law 569 





Purpose | 
7 CREATE and maintain high morale throughout 
the uniformed services by providing an im- 
proved and uniform program of medical care for 
members of the uniformed services and their de- 
pendents. 


Major Provisions 

Among other things the act provides that wives 
and children of active duty personnel serving more 
than sixty days may have civilian hospital care if 
uniformed facilities cannot provide it, or if it is not 
feasible for them to do so. Veterans Ho§pitals are 
NOT considered uniformed facilities. 

Care is limited to: acute medical and surgical 
conditions or acute exacerbations of a chronic con- 
dition ; contagious disease ; maternity care. 

— All at the semi-private level. 

NOT PROVIDED is care for elective surgery ; 
home and office calls ; outpatient care ; treatment of 
dependents other than wives and children of active 
duty personnel. 

J 


Accident and emergency minor surgery, frac- 
tures, or short stay surgery may be treated at the 
home or office, BUT it must be paid for by the 
patient who will in turn be reimbursed by the gov- 
ernment for the actual usual expenses over $15. 


Payment of Claims 
Claim payments will be made by the fiscal agent 
of the government when the agency is decided 
upon. This agent may be Blue Cross-Blue Shield, 
a local medical plan or plans, an insurance carrier, 
or the Department of the Army. 








“From ancient Epsom Salt to 
modern Prednisolone” 


Duffy My Druggist 


Fills Prescriptions 


Plainfield St. at Laurel Hill Ave., 
Providence, R. |. TEmple 1-9649 











Decision as to the agent rests with the Depart- 
ment of Defense, but the present indication is that 
the government desires to know the preference of 
the various state and county medical societies in 
the matter. (In Rhode Island, the Rhode Island 
Medical Society has proposed that its Physicians 
Service be the fiscal agent. ) 


Fee Tables 

Fee tables will be necessary for the practical 
application of the plan in order to know the usual, 
customary prevailing rates for medical care. 

The government recognizes that costs vary and 
that no over-all national schedule could be devel- 
oped. The Department of Defense also indicated 
that it recognized further that there might be sev- 
eral different fee tables within one state. 


Income Limits 

Income limits need not be considered as this is 
not an insurance plan and is not related to any pre- 
mium payment. The government is paying the full 
cost of these services and it allows the fiscal agent 
to make the payments and then be reimbursed plus 
a charge for the service of the agent. 

The representatives of the Department of De- 
fense have emphasized that the Government was 
not looking for cut-rate medical care, and it ex- 
pected to pay reasonable fees as the servicemen are 
not charity patients. 


Election of Coverage 


Election of coverage by servicemen is not neces- 
sary as it is automatically provided to all. 


Effective Date 
The effective date for payments to start under 
this plan is December, 1956; hence the need for 
prompt and decisive action now if the plan is to be 
implemented for Rhode Island usage in accordance 
with the wishes of the Rhode Island Medical 
Society. 





I would venture to suggest that the method of observa- 
tion, experience and judgment was established in medi- 
cine first, because medicine of all the-arts is the most 
practical and imperative; and, as Aristotle says, is con- 
cerned with the individual patient; thus to our art may 
belong the honor of the first application of positive meth- 
ods to all subjects of natural knowledge. 

CLIFFORD ALLBUTT 
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“combining the traditional 
with the new!” 








R-STMESL TAT, 


THEOBROMINE SODIUM ACETATE 


plus “US RAUWOLFIA serpentina 
FOR ESSENTIAL HYPERTENSION 


FOR YEARS Thesodate, the original enteric-coated tablet of Theobro- 
mine Sodium Acetate, has been used extensively for cardiac and cir- 
culatory disorders such as coronary artery disease which is often 


accompanied by hypertension. (e@) R (O}N) A RY. 3 


NOW COMBINED with the whole powdered root of Rauwolfia ser- ARTERY. 
pentina (no single alkaloid or fraction having shown the beneficial 

effects of the whole crude root), R-S-THESODATE offers a more ideal DISEASE 
treatment for essential hypertension whether or not coronary artery ; 

disease is present. In most cases, its use should effect gradual but sus- 

tained blood pressure reduction and a lowered pulse rate if it has 

been elevated. 


SYMPTOMS OF HYPERTENSION Should also be alleviated by the tran- 
quilizing effect of one of Rauwolfia’s alkaloids. A sense of well-being 
usually occurs within a few days after starting the patient on 
R-S-THESODATE. Shortly after, the normotensive effect becomes more 
noticeable, and thus in most cases the patients will enjoy both symp- 
tomatic and systemic improvement. 


R-S-THESODATE TABLETS, enteric-coated to prevent gastric distress, are 
taken at meals and at bedtime. The bedtime tablet prepares the patient 
for early morning activities. 


Each enteric-coated tablet contains: 
Theobromine Sodium Acetate (7% gr.) 0.5 Gm. 
Rauwolfia serpentina 

Supplied in 100's and 500’s 








BREWER & COMPANY, INC. 





For samples just send your Rx blank marked 15-RST-10 
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WOMAN’S AUXILIARY TO THE RHODE ISLAND 


MEDICAL SOCIETY — OFFICERS AND COMMITTEES... 1956-1957 





President: MRs. H. FREDERICK STEPHENS, 295 Rumstick Point Road, Barrington 
President-elect: MRS. ROBERT R. BALDRIDGE, 4 Freeman Parkway, Providence 

Vice President: Mrs. RicHARD R. Dyer, 127 Beacon Avenue, Warwick Neck 

Recording Secretary: Mrs. HANNIBAL HAMLIN, 270 Benefit Street, Providence 
Corresponding Secretary: Mrs. H. BICKFORD LANG, 27 Alfred Drowne Road, West Barrington 
Treasurer: Mrs. RUDOLPH W. PEARSON, 50 Narragansett Bay Ave., Warwick 


Board of Directors 


Providence: Mrs. Guy W. WELLS 
Pawtucket: Mrs. WALTER J. DUFRESNE 
Woonsocket: Mrs. HENRI E. GAUTHIER 
Bristol County: Mrs. EDMUND BILLINGS 
Kent County: Mrs. ARTHUR E. HARDY 
Newport County: Mrs, LEwis ABRAMSON 


Washington County: 
Mrs. CLIFFORD S. HATHAWAY 


A.M.E.F. and Benevolence Fund 


Mrs. Michael DiMaio, Chairman 
Mrs. Joseph DeLuca 
Mrs. John F. Gilman 
Mrs. Joseph M. Parrillo 
Bulletin 
Mrs. William H. Tully, Jr. 
Civil Defense, Safety, Community Health 
Mrs. Louis A. Sage, Chairman 
Mrs. Alphonse R. Cardi 
Mrs. James P. Clune 
Mrs. George V. Coleman, Jr. 
Mrs. Luther R. Lewis 
Mrs. James P. O’Brien 
Mrs. Vahey M. Pahigian 
Mrs. J. Lincoln Turner 
Historian 
Mrs. Charles S. Dotterer, Jr. 
Hospitality 
Mrs. Nathaniel D. Robinson, Chairman 
Mrs. Reginald A. Allen 
Mrs. Palmino DiPippo 
Mrs. Stanley S. Freedman 
Mrs. Edmund T. Hackman 
Mrs. Walter E. Hayes 
Mrs. Waldo O. Hoey 
Mrs. Rudolf A. Jaworski 
Mrs. Henry F. McCusker 
Mrs. James P. O’Brien 
Mrs. Linus A. Sheehan 
Mrs. Gustaf Sweet 
Mrs. Elihu S. Wing, Jr. 
Mrs. Daniel D. Young 


Legislation 
Mrs. Paul Cohen, Chairman 
Mrs. Arthur B. Bradshaw 
Mrs. David Litchman 
Mrs. John J. Lury 
Mrs. William J. MacDonald 


Membership 
Mrs. Donald F. Larkin, Chairman 
Mrs. Lewis Abramson 
Mrs. Arthur J. Clarkin 
Mrs. Frederick C. Eckel 
Mrs. Peter H. Erinakes 
Mrs. Edwin B. Gammell 
Mrs. Joseph J. Lambiase 


Mental Health 


Mrs. George H. Taft, Chairman 
Mrs. Arthur B. Kern 

Mrs. William L. Leet 

Mrs. Francis L. McNelis 

Mrs. John A. Roque 


News Letter 


Mrs. Jarvis D. Case, Chairman 
Mrs. E. Allan Casey 

Mrs. Nathan Chaset 

Mrs. Joseph N. Corsello 

Mrs. Max B. Fershtman 

Mrs. Joseph Franklin 

Mrs. David Litchman 

Mrs. Raymond H. Trott 


Parliamentarian 
Mrs. Herbert E. Harris 


Program 


Mrs. Morris Botvin, Chairman 
Mrs. John A. Dillon 

Mrs. Nathan S. Rakatansky 
Mrs. Richard Rice 

Mrs. Joseph B. Webber 


Publicity 
Mrs. Leonard S. Sutton 


concluded on page 578 
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: Cc OM'P =] § E for peptic ulcer - 
ee) ‘se -ce) gastro- intestinal 


irritability and tension 


Nile], [ele]. 7.\ i 
vith VEBARAL 


An exclusive combination designed 
to relieve pain promptly, reduce 
\ tension and promote healing 
ithrough effective central and 
vagal- parasympathetic inhibition, 
influencing all known etiologic 
factors in peptic ulcer. 


anticholinergic - sedative 


with unusually high antisecretory 
and antispasmodic actions, 

plus a calmative effect notably 
free from drowsiness. 


Isolates the Ulcer 


Each tablet contains: 

MonopraL* bromide . . . 5Smg. 
ener 
Dosage: 1 or 2 tablets three or four 
times daily. Available on prescription 
only. Bottles of 100 tablets. 


LABORATORIES 


New York 18, N.Y. «© Windsor, Ont. 


* Controls hyperacidity and hypermotility 
** Sedates without causing drowsiness 


Monodral (brand of penthienate) and Mebaral (brand of 
mephobarbital), trademarks reg. U.S. Pat. Off. 





EVERY WOMAN 
WHO SUFFERS 
IN THE 
MENOPAUSE 
DESERVES 


“PREMARIN: 


wulely used 


natural, oral 


est) ogen 


AYERST LABORATORIES 


New York, N.Y. e Montreal, ¢ 
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WOMAN’S AUXILIARY COMMITTEES 
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Public Relations 


Mrs. Lee G. Sannella, Chairman 
Mrs. James H. Crowley 

Mrs. Edward Damarjian 

Mrs. Lester M. Friedman 

Mrs. Charles B. Round 

Mrs. Paul J. Votta 


Recruitment and Scholarships 


Mrs. Alexander A. Jaworski, Chairman 
Mrs. Edmund Billings 

Mrs. Charles W. Cashman, Jr. 

Mrs. Andrew G. Czekanski 

Mrs. Calvin M. Gordon 

Mrs. Frank A. Merlino 

Mrs. Michael E. Scala 

Mrs. Harold A. Woodcome 


Revisions 


Mrs. Russell P. Hager, Chairman 
Mrs. Robert R. Baldridge 

Mrs. Richard R. Dyer 

Mrs. Herbert E. Harris 


Today’s Health 


Mrs. Robert V. Lewis, Chairman 
Mrs. Philip Batchelder 

Mrs. Edward J. Butler, Jr. 
Mrs. Anthony Caputi 

Mrs. Ernest L. Dupre 

Mrs. H. Lorenzo Emidy 
Mrs. Thomas Forsythe 

Mrs. Arthur E. Hardy 

Mrs. John F. Hogan 

Mrs. Robert E. Martin 

Mrs. Arthur E. O’Dea 

Mrs. Frederic W. Ripley, Jr. 


Ways and Means 
(Dinner Dance) 


Mrs. Stanley D. Simon, Chairman 
Mrs. Louis E. Hanna, Co-chairman 
Mrs. Angelo Archetto 

Mrs. Garry P. Paparo 

Mrs. Jacob Stone 

Mrs. Mark A. Yessian 


(Bridge — Show ) 
Mrs. Richard E. Haverly, Chairman 
Mrs. Charles W. Cashman, Jr., Co-chairman 
Mrs. Lewis Abramson 
Mrs. Angelo Archetto 
Mrs. D. Richard Baronian 
Mrs. Joseph A. Baute 
Mrs. Bruno G. DeFusco 
Mrs. Walter J. Dufresne 
Mrs. Leland W. Jones 
Mrs. George E. Kirk 
Mrs. Donald F. Larkin 
Mrs. Attilio L. Manganaro 
Mrs. Joseph M. Parrillo 
Mrs. Sumner Raphael 
Mrs. Vincent Zecchino 


L 
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excellent 
remedy 
fora 


poor 


appetite 


INCREMIN 


Lysine-Vitamin Drops 


combines the amino acid, l-Lysine, with 
vitamins B,, Bs, Buy 

stimulates appetite, effects better utilization 
of protein, thereby promoting growth 


cherry-flavored drops are delicious; may also 
be mixed in milk, formula, etc. 


¢ handy 15 ce. plastic dropper-bottle 


For the problem eaters, for the underweight, for 
the generally below-normal child 


(Excellent, too, for stimulating appetites of the elderly 
patient!) Dosage: 0.5 to 1 cc. (10-20 drops) daily. Each cc. 
(20 drops) contains: 

1-Lysine 

Vitamin Bi2 

Thiamine (B:) 

Pyridoxine (Be) 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


"nea. U. S. PAT. OFF. 
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On the TV Networks 

Medicine will play a major role in 1956-57 tele- 
vision programing. Many of last year’s shows in- 
volving medicine or health will continue. Medical 
Horizons, documentary show by Ciba, in co-opera- 
tion with the A.M.A., started September 9th for a 
thirty-nine-week run. On November 27, March of 
Medicine will present an hour-long report in color 
on medical missionaries in A frica’s Belgian Congo. 
NBC will carry this Smith, Kline & French Lab- 
oratories show at 9:30 p.m. E.S.T. 

A brand-new medical theme show will be an 
adaptation of radio’s Doctor Christian. McDonald 
Carey will carry the title role created by the late 
Jean Hersholt. 

Only casualty as of this date is Medic, which has 
been dropped from its 9 p.m. E.S.T. Monday spot 
to make way for a new quiz show. 


Interest in Air Pollution 

Providence took a big bow through READERs’ 
Dicest on the report Blue Skies over Providence 
which listed the initial action by Doctor B. Earl 
Clarke and the Providence Medical Association in 
bringing about an air pollution ordinance for the 
city. East Providence and Pawtucket have now 
followed the lead of the capital city in cleaning up 
the air. 





MEDICAL LIBRARY HOURS 


The Council of the R. I. Medical Society has 
voted to change the Library hours from 9 A.M. — 
5 p.M., daily, except Saturdays and holidays, to 

8:30 A.M. to 4:30 P.M., effective OCTOBER 1 

The change is made because of the heavy motor 
traffic in Pershing Square atid adjacent to the Li- 
brary in the late afternoon which has resulted in 
a decreasing use of the Medical Library at that time 
of day. 

Members of the Society desiring to pick up books 
after the closing hour may do so at the Hayes Street 
entrance by arranging in advance with Mrs. David 
DeJong, Librarian. 

BOARD OF TRUSTEES OF THE MEDICAL LIBRARY 











Nationally, the Washington office of the A.M.A. 
reports twelve grants totaling $318,568 have been 
made by the Public Health Service for research in 
various phases of air pollution. 


Rhode Island Dentist Selected 

Doctor Thomas W. Clune, director of dental 
public health for the Rhode Island Department of 
Health, has been appointed to serve on the Na- 
tional Advisory Dental Research Council estab- 
lished in 1948. Upon recommendations of the 
Council the Surgeon General awards grants to uni- 
versities, dental schools, and other non-Federal in- 
stitutions conducting research:on diseases of the 
mouth and the teeth. Doctor Clune is a past presi- 
dent of the Rhode Island State Dental Society. 


Voluntary Health Insurance 

Benefit payments under voluntary health insur- 
ance programs are running 20% higher than in 
1955, the Health Insurance Council announced re- 
cently. Highlights of the Council’s report for 1955 
were 1) that 2.5 billion dollars were paid in hos- 
pital, surgical and other medical benefits ; 2) that 
107.6 million persons are covered by hospital in- 
surance; 3) that 91.9 million persons have some 
protection against surgical costs, and 55.5 million 
persons have regular medical expense prote:tion. 


Science Fairs Boosted 

The importance of state and regional high school 
science fairs received a big boost from the A.M.A. 
when the subject was brought to the attention of 
representatives of all the state medical associations 
as the P.R. tip of the year at the annual Public 
Relations Institute held in Chicago. The Rhode 
Island Fair, one of the oldest, and the participation 
of the Rhode Island Medical Society in it this year 
came in for special commendation. 


New P.R. Leaflet 

A new leaflet for use by physicians to inform 
their patients better regarding the benefits and the 
limitation of coverage under the Physicians Service 


program, has been drafted by the Society’s Com- 
concluded on page 582 
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IN DIABETES... 


greater security 
against vascular complications 


Increased threat of vascular complications 

in diabetic patients can result from recurring 
episodes of inadequate control; at such times 
amino acids are “wasted” by de-amination 
in the liver and normal dietary security 


against lipotropic deficiency fades. 


y | TRADE MARK 


(Sherman Lipotropic Capsule) One capsule t.i.d. 


Gericaps contain the true lipo- prove capillary integrity, as 
tropics, choline and inositol, well as 3000 units vitamin A, 
which are unaffected by de- 3 mg. thiamine hydrochloride, 
amination in the liver. Three 3 mg. riboflavin, 12 mg. nia- 
capsules daily provide the cinamide, 0.75 mg. pyridoxine 
equivalent of 3 Gm. choline hydrochloride, and 3 mg. cal- 
dihydrogen citrate. cium pantothenate. 

This dose also provides 60 
mg. rutin and 37.5 mg. ascor- 
bic acid to maintain or im- 


SEND FOR comprehensive review: 
“Prevention of Vascular 
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F O R Al N THROUGH THE MICROSCOPE 
~ concluded from page 580 

mittee on Public Relations under the chairmanship 
of Doctor Arnold Porter. The leaflet will be dis- 
tributed this month to members of the society to he 
left on the office waiting-room table, and to be used 
in mail directed to patients. The committee hopes 
that the brief and simple analysis of the surzical- 
medical plan presented in this leaflet will do much 
to eliminate misunderstandings by the subscribers 
who are not familiar with the provisions of their 
insurance contract. Physicians may secure addi- 
tional copies of the leaflet from the executive oftice 
of the society, or from the Blue Cross office. 


Town Seeks Doctor 

North Kingstown is seeking more doctors for its 
area, and the Town Council recently requested the 
town manager, Roderic A. Gardner, to investigate 
means of attracting some young physicians to 
South County. There are three physicians in the 
town, all general practitioners. The estimated popu- 
lation of the town is ten thousand. The sudden and 
unexpected death of Doctor Albert Henry, who 
had served this area for many years, prompted the 
Council to take action on replacements. 





X-RAYS 


MANY of the world’s great medical discoveries 
have been ridiculed and criticized when first they 
were announced. X-ray was one which received its 
share of abuse. Shortly after Prof. Wilhelm Roent- 
gen discovered X-rays in 1895, the London Pall 
Mall Gazette carried an editorial which stated, 
“We are sick of roentgen rays. It is now said, we 
hope untruly, that Mr. Edison has discovered a 
substance, tungstate of calcium is its repulsive 
name, which is potential, whatever that means, to 
the said rays. The consequence appears to be that 


BETTER THAN. you can see other people’s bones with the naked 


eye, and also see through eight inches of solid 
CODEINE PLUS APC wood. On the resulting indecency there is no need 
to dwell.” 

The editors of the Gazette went so far as to 
suggest that the books and discoverers of X-rays be 
pari pone Yt they ga that the 

: 1 tungstate be dumped into the middle of the ocean. 
controls pase f aster The article concluded, “Let the fishes contemplate 
eee usually within 15 minutes each other’s bones if they like, but not us.” 

t l 7 lous ini The Editor’s Comments 
controls pal & (Reprinted from LIFE & HEALTH) 


... usually for 6 hours 











seldom constipates Dr. Acland, the eminent Regius Professor of Medicine 
at Oxford, used to say that he would have engraved roun 
the Radcliffe Infirmary the words of Trophilus the Ephe- 
sian, "He is the best physician who knows what is possible 
and impossible.” 





Adult Dosage: 1 PERCODAN* Tablet q. 6 h. 


Knowledge and wisdom, far from being one, 

i Have oft times no connection. Knowledge dwells 

~ ENDO LABORATORIES INC. In heads replete with thoughts of other men; 
Richmond Hill 18, New York Wisdom in minds attentive to their own, 

Knowledge is proud that he has learned so much; 

Wisdom is humble that he knows no more. 


*U.S. Pat. 2,628,185; PERCODAN contains salts 
of yo ag yee and homatropine, WILLIAM COWPER 
plus APC. May be habit-forming. 
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ON SCIENTIFIC OBSERVATION 


The facts of science should be constantly sub- 
mitted to re-examination, and to comparison with 
the facts of nature, that their true value may be 
assigned them. In order to learn the facts of life 
you have to observe them for yourself, and you 
have to become acquainted with those which others 
have described ; and that you may do this success- 
fully, great caution and circumspection are re- 
quired. “What!” you may ask, “am I not quite 
competent to take notice of any phenomenon, and 
just describe faithfully what I see? Surely, this is 
the simplest thing that can be required of me; 
common sense and honesty are the only faculties 
required for such a purpose!” True! Common 
sense and honesty are faculties that you require ; 
but how rarely can even these be found, and these 
alone! We bring to our observation not only our 
abilities but our weakness ; not only the truths we 
have learned, but the errors we have received as 
truths; not only consummated information on 
some points, but very partial and imperfect infor- 
mation upon others ; not only honest intentions but 
preconceived opinions ; not only an earnest wish to 
know the truth, but as earnest a wish that the truth 
should turn out to be something we have fancied 
it; not only a humble desire to learn what nature 
teaches, but a vain and very foolish desire to find 
our own pet theories, or the favoured theories of 
others, confirmed by her great authority. 

But further, for the observation of certain facts 
a special kind of education and much anterior 
knowledge are required, and with this very educa- 
tion and its results there are attendant sources of 
fallacy. If the means to be employed in an investi- 
gation are imperfect, the result will share that 
imperfection. If the object you are inspecting is 
distorted by the glass you employ, so long as you 
are ignorant of the distorting power of your glass, 
your idea will be out of correspondence with the 
fact. If either chemistry or physics be defective, 
when you describe a vital function in terms of 
chemistry or physics your description will be, pro 
tanto, depreciated by that defect. You have to 
guard against all these errors; and simple, there- 
fore, as it may at first sight appear to be, to observe 
a fact, let me assure you that there is no faculty in 
which the scientific man exhibits his right to that 
title more distinctly than in this very power of 
observation ; and that there is no faculty the ab- 
senc of which from many minds has brought more 
confusion and more error into our scientific annals. 


Essays and Addresses 
by 
Sir J. RussELt REYNOLDs, M.D. 





A bed board can only prevent a 
box spring from sagging; it cannot 
correct the maftress. Here’s why: 


“ne ») 


Fue 


Soft mattress and box spring sags—giving 
improper support. 
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With bed board added, mattress still sags, spine 
is still distorted. 












































The complete answer to correct support: Only the 
Sealy Posturepedic is designed in cooperation 
with Orthopedic surgeons —adjusts the body to 
comfortably correct sleeping posture. 


POSTUREPEDIC” MATTRESS 


Available to doctors in both foam rubber 
and innerspring, at professional discount. 


@00000000000000000000080000000080 
WRITE TODAY for information on professional 
discount for doctors’ personal use and new free 


booklet, “The Effect of Bedding on Posture, 
Health and Sleeping Comfort”. 


SEALY MATTRESS COMPANY 
79 Benedict St. Waterbury 20, Conn. 
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Exlia STRONG 


Little Yankee 
THOMAS HEEL 


Shoes 





EDWARD J. BURRELL 


Advised by many doctors 
when they feel children’s 
feet will benefit from: 


EXTRA strong steel 
shanks, EXTRA firm in- 
ner counters, EXTRA 
height and firmness at 
the arch. 


We have many attractive 
boy and girl styles; and 
we fit them according to 
doctors’ orders. 


FRANK GOBEILLE 


All prescription fittings 
supervised by Mr. Burrell 
or Mr. Gobeille. Call 
GAspee 1-7040 for furth- 
er information. Fitting 
prescription pads fur- 
nished on request. 


FOOTWEAR 
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206 WESTMINSTER ST. 
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~ Relax the best way 
... pause for Coke 


continuous quality 
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Brittle, fragile or laminating fingernails are the 
bane of many a woman’s existence. Yet this 
highly prevalent and distressing condition often 
has gone uncontrolled for lack of effective ther- 
apy. Now, you can promise these patients sub- 
stantial relief in a large percentage of cases. 

In a recent study! that confirmed previous 
work? Knox Gelatine was used to treat 36 
women with fragile, brittle, laminating finger- 
nails. The response was most gratifying. Except 
for three patients who discontinued the therapy, 
three diabetics, and two women who had con- 
genital deformities, the splitting ceased and all 
other patients were able to manicure their nails 
to a full point by the time the study ended. 

0); timal dosage proved to be one envelope (7 
fraris) of Knox Gelatine administered daily for 
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Protein Previews 


three months. Efficacy has not been established 
with lesser dosage. If you would like more com- 
plete details of this work, just use the coupon. 


1. Rosenberg, S. and Oster, K. A., ‘Gelatine in the Treatment of 

Brittle Nails,’ Conn. State Med. J. 19:171-179, March 1955. 

2. Tyson, T. L., J. Invest. Dermat. 14:323, May 1950. 
Chas. B. Knox Gelatine Company, Inc. 
Professional Service Dept. RM-19 
Johnstown, N. Y, 


Please send me a reprint of the article by Rosenberg 
and Oster with illustrated color brochure. 


YOUR NAME AND ADDRESS _ 





586 


RHODE ISLAND MEDICAL JOURNAL 








DISTRICT MEDICAL SOCIETY MEETING 





PAWTUCKET MEDICAL ASSOCIATION 

A business meeting of the Pawtucket Medical 
Society was held at twelve o’clock noon at the 
Memorial Hospital on Wednesday, June 27, 1956. 
Dr. Raymond T. Stevens presided. 

The following members were present: Doctors 
R. T. Stevens, Hanna, Hecker, Klufas, Durkin, 
Boucher, J. Healey, Masse, Sonkin, Forgiel, Schiff, 
H. Turner, A. Foster, A. Jaworski, Vizza, Ruggles, 
Lappin, Zolmian, and Lovering. 

Minutes for the previous meeting were read and 
approved. 

The following communications were read: 
1.) Letter of appreciation to the Society from Dr. 
F. Hanley. 2.) Application for admission to the 
Society from Dr. Alton M. Paull. 3.) Application 
for admission to the Society from Dr. John M. 
Bleyer. 

The applications for new members were referred 
to the standing committee according to the usual 
procedure with action deferred until the next 
meeting. 

The report from the fee revision committee with 
submission of the recommended fee schedule was 
read by Dr. James Healey. Dr. Lappin discussed 
the analysis of the two recent polls in regard to fee 
revision. The result of the two polls indicated that 
the majority of the members expressed an opinion 
for a fee increase. 

A great deal of general discussion followed in 
regard to several aspects of fee revision from sev- 
eral members. 

Dr. Ruggles made a motion that the fees as pro- 








J. E. BRENNAN & COMPANY 


Leo C. Clark, Jr., B.S., Reg. Pharm. 


5 North Union Street 
SHELDON BUILDING 





Dantechet, R.1 


7 Registered Pharmacists 











posed by the committee for house calls be amended 
as follows: From 7:00 a.m. to 7:00 p.m.—$6.00, 
7:00 p.m. to 12 o’clock midnight—$7.00, from 12 
o'clock midnight to 7:00 a.m.—$8.00. This was 
seconded and passed unanimously. 

Dr. Ruggles made a motion that the suggested 
minimum fee schedule with the amended changes 
as regards house calls be accepted by the Society 
and that such fee schedule be mailed to each mem- 
ber of the Society on official stationery and that 
such schedule be given to each new member who 
is admitted to the Society. This was seconded and 
passed. 

The new fee schedule which is the suggested 
minimum as adopted by the Pawtucket Medical 
Society is as follows: 


Office Visits 
First Visit: $5.00 
Repeat Visit : $4.00 
Medication, etc.—discretionary. 
House Calls 


From 7 :00 a.m. to 7:00 p.m. 
From 7 :00 p.m. to 12 midnight 
From 12 midnight to 7 :00 a.m. 


$6.00 
$7.00 


$8.00 
Telephone advice—no charge. 


A great deal of general discussion in regard to 
advertisement of the new fee schedule followed. 

Dr. James Healey made a motion that the new 
fee schedule be published as an advertisement in 
the PawtucKET Times. This was seconded by Dr. 
Schiff and passed unanimously. 

Dr. Raymond Stevens appointed the fee revision 
committee (consisting of Dr. James Healey as 
chairman, Drs. Lappin and Hayes) to phrase the 
advertisement and insert it in the newspaper. 

Dr. John Cunningham's application for admis- 
sion was voted on and passed unanimously on writ- 
ten ballot. 

The meeting adjourned at 1:00 p.m. to recon- 
vene in the afternoon for golf and dinner at the 
Pawtucket Golf Club. 


Respectfully submitted, 
NATHAN SONKIN, M.D., Secretary 
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Trasentine-Phenobarbitat 


integrated relief... 
mild sedation 
visceral spasmolysis 
mucosal analgesia 


CIBA 
Summit, N. J. 


TABLETS (yellow, coated), each containing 
50 mg. Trasentine® hydrochloride (adiphenine 
hydrochioride CIBA) and 20 mg. phenobarbital. 


2/2226 





TASTY-MONIALS 


(Shamelessly Culled 
From the Classics) 


“Drink, pretty crea- 
ture, drink” 
— Wordsworth 


“It will well please” 
— Shakespeare 


| Warwick Club 


| Ginger Ale Co., Inc. 
“It Sings In The Glass’ 





Conductive Shoe 
in dress style 


Safety from 
Fire and 
Explosion * 





@ Insole extension and wedge at inner corner of 
heel where support is most needed. 

@ The patented arch support construction is guaran- 
teed not to break down. 

@ Innersoles guaranteed not to crack or collapse. 

© Foot-so-Port lasts designed and the shoe construc- 
tion engineered with orthopedic advice. 

* Conductive Shoes for surgical and operating room 
personnel. N.B.F.U. specifications. 

@ We are also the manufacturer of the Gear-Action 
Shoe designed by noted orthopedic surgeon. 

@ We make more shoes for polio, club feet and dis- 
abled feet than any other shoe manufacturer. 


Send for free booklet, ‘‘The Preservation of the Function of the 
Foot Balancing and Synchronizing the Shoe with the Foot."’ 


Write for details or contact your local FOOT-SO-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 
A Division of Musebeck Shoe C 
y, 
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BOOK REVIEWS 





HUNTERDON MEDICAL CENTER. The 
Story of One Approach to Rural Medical Care 
by Ray E. Trussell, M.D. Commonwealth Fund, 
Harvard University Press, Cambridge, 1956. 
$3.75 
This is a clear and convincing description of the 

step-by-step progress of a rural community, Hun- 

terdon County, New Jersey, in the successful estab- 
lishment of a medical center, which has brought to 
its citizens medicine of the highest type. Beginning 
with the recognition of the need and the develop- 
ment of enthusiasm on the part of various civic 
organizations of the county, then the basic survey 
of the situation by an expert, there is described 
each move by which the final result was achieved. 
The inevitable obstacles that were met and over- 
come receive careful consideration. To introduce 
to an area of farms and small communities where 
medicine was entirely in the hands of general prac- 
titioners, preventive and curative medicine of the 
type practiced in our leading university hospitals, 
and to do it to the apparent satisfaction of all con- 
cerned, would seem a Herculean task, to say the 
least. How it was done is told simply and clearly by 

Doctor Trussell, who was director of the Center for 

five years, during the last two of which the Center 

was in operation, 

There are many sides to this story—and many 
factors such as general popular support, volunteer 
service, careful financial planning, etc. which were 
essential to the success of the venture—but, to the 
medical reader, the outstanding accomplishment 
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was the integration of a group of highly trained 
specialists into the work of the Center, so that they 
and the family physicians of the county formed a 
team which collaborated in carrying on the work of 
the community. In the organization of the staff, so 
that the country’s practitioners held equal status 
with the specialists and could care for their patients 
at the Center with the specialists always available 
to give aid as needed, made for a strong, workable 
arrangement and assured excellent results. All 
difficulties and complaints that arose are fully de- 
scribed, but it is clear that the general result was 
eminently satisfactory. The only failure in the 
original plan that is recorded is the inability to 
establish a county health department at the Center. 
Many public health functions, including multiple 
screening of healthy citizens, rheumatic fever con- 
trol, in-service training for nurses, school health 
demonstrations, and others were activated. The 
affiliation with the New York University Bellevue 
Medical Center, in which the specialist group held 
teaching assignments and the rotation of residents, 
interns and senior medical students through the 
Hunterdon Center was, of course, the means of 
making the work fully satisfactory, from a pro- 
fessional point of view, to the highly trained spe- 
cialists of the staff, and thus the means of assuring 
up-to-date progressive medical work to all patients. 

This book is of great value to all who are inter- 
ested in rural medicine, and particularly to those in 
areas so situated geographically that an affiliation 
with a university hospital is possible. For them it is 
a model. Other communities, also, which are not 
near enough to so-called “teaching hospitals” to 
make affiliation possible, can find a great deal of 
value to them in the description of the problems 
that were involved in the establishment of this 
medical center. It is hospitals in such communities, 
relatively isolated and with little or no opportuni- 
ties for university affiliation, that carry the major 
load of patient care in the United States. The 
members of their staffs, their boards of trustees 
and the interested citizens of their communities, 
and, indeed, the casual medical reader, whatever 
his field, and the citizen interested in good medical 
care can find a great deal of value in this little hook. 


AteEx. M. BurGEss, M.D. 
continued on page 590 
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MYSTECLIN SUSPENSION 


Steclin-Mycostatin (Squibb Tetracycline-Nystatin) 


Another form of the only broad spectrum 
antibiotic preparation with added protection 
against monilial superinfection 


PLEASANT TASTING — Mysteclin Suspension is pleasant- 
ly fruit-flavored and will appeal to taste-conscious 
youngsters as well as to adults who prefer liquid 
medication. 

BROADLY EFFECTIVE — Mysteclin Suspension provides 
well tolerated therapy for the many common infec- 
tions which respond to tetracycline—and also acts to 
prevent monilial overgrowth. 

READY-TO-TAKE — Mysteclin Suspension requires no re- 
constitution and can be given by simple teaspoon 
dosage to patients of all ages. 

MYSTECLIN SUSPENSION: a fruit-flavored oil suspension 
containing the equivalent of 125 mg. Steclin (Squibb 
Tetracycline) Hydrochloride and 125,000 units My- 
costatin (Squibb Nystatin) per 5 cc. teaspoonful. 
Supplied in two-ounce bottles. 


Also available as Capsules (250 mg. Steclin Hydrochloride and 
250,000 units Mycostatin) and Half Strength Capsules (125 mg. 
Steclin Hydrochloride and 125,000 units Mycostatin). 


ci) Squibb Quality — the Priceless Ingredient 
Seen 


*mystectin’®, *STECLIN’®, AND “MYCOSTATIN’® ARE SQUIBB TRADEMARKS 








590 





--- there’s Cream 
in every drop! 
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HOMOGENIZED MILK 


It’s whole milk processed so that the fat particles 
(butter-fat) in the cream are broken up and evenly 
distributed throughout the milk. Enjoy its smooth, 
delicious flavor . . . creamy-rich to the last drop! 


CALL GE 8-4450 today for home delivery. 


A. B. MUNROE DAIRY INC. 


151 Brow Street 
EAST PROVIDENCE, R. I. 
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continued from page 588 
THE ROCHESTER REGIONAL HOSPITAL 
COUNCIL by Leonard S. Rosenfeld, M.D., 
M.P.H. and Henry B. Makover, M.D. Com- 
monwealth Fund, Harvard University Press, 
Cambridge, 1956. $3.50 


This is an excellent and detailed study of the 
Rochester Regional Hospital Council by two ex- 
perts. It is not for the casual reader. It is written 
in a style that is characteristic of a carefully pre- 
pared document, not free flowing and narrative. 
To those, however, who have a real interest in the 
subject matter it will be found to be of great value. 
Various types of communities, especially those 
regions which combine both urban and rural medi- 
cine as in the case of the Rochester region, will find 
this book of great help should they decide to em- 
bark on a definite drive to improve medical and 
particularly hospital care in their area. 

Of especial interest is the fact that this Hospital 
Council is the only organization of health services 
in the country which is administered by a commu- 
nity agency, as contrasted with several regional 
programs administered by universities. To physi- 
cians generally, it is probable that the work of the 
advisory body to the Council known as the Medical 
Conference will have a strong appeal. This in- 
cludes supervision of medical education of physi- 
cians and nurses and of the rotation and training 
of interns and residents in the hospitals of the re- 
gion. Although the usual handicaps of incomplete 
cooperation by physicians of the area and the feel- 
ing on the part of interns that teaching has not been 
sufficiently carried out, one can say that a good deal 
has been accomplished. The authors point out that 
the University could well take some responsibility 
in the matter and that a coordinator or director of 
the program could well be appointed. 

The division known as the Administrative Con- 
ference, a second advisory body, has been very well 
worth while. With its guidance, there have been 
developed various services to hospitals throughout 
the region including matters of hospital organiza- 
tion and staffing, medical records, accounting and 
purchasing procedures and related activities that 
must have been of great aid to the hospitals gen- 
erally, and particularly to those in smaller and out- 
lying communities. The authors point out clearly 
where improvements in present practices could be 
made, but their over-all comment is very favorable. 

In 1953 twenty-six of the thirty-five general and 
allied special hospitals for short term care in the 
region were members of the Council. The region 
comprised eleven counties of the state of New York 
in the vicinity of the cities of Rochester and Elmira. 
While it is shown that financial support of the proj- 
ect during every year of the operation of the Coun- 
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cil up to 1952 has been mainly from the Common- 
wealth Fund, the figures for the last year (1953- 
54) make it clear that funds derived from member- 
ship dues and the Community Chest make up over 
half of the total. A careful reading of the book 
shows what can be accomplished by community 
planning, given adequate financial support during 
the early stages of development. 

It gives a fair and favorable appraisal of these 
accomplishments but also is particularly valuable 
in that it contains constructive criticism of all phases 
of the organization and work of the Council. 


ALEX. M. Burcess, M.p. 


THE MENNINGER STORY by Walker Wins- 
low. Doubleday & Company, Inc., Garden City, 
N. Y. 1956. $5.00 
Some years ago Charles Menninger had a dream. 

His struggle to establish this dream in the world of 

reality is the story of his life and the subject of 

this biography. 

The Menninger clinic, which today is a living 
monument to its founder, was of humble origin as 
was the man himself. Born and raised in a small 
midwest community, Doctor Menninger’s early life 
was orderly and uneventful. Academically, he was 
trained for teaching and not until after a serious 
illness of his own did his interest in medicine de- 
velop. Due to restricted finances and the lack of 
proper advice he took his medical studies at one of 
the homeopathic colleges which later proved to be 
a difficult barrier to overcome. Final acceptance by 
the established physicians of his community was 
won slowly but once gained Doctor Menninger 
went on to great heights in his chosen field. 

The author has produced an absorbing story told 
in exciting tones which offers much to the reader, 
be he interested in factual information or just plain 
reading pleasure. 

SHIRLEY GARREAU 


THE RECOVERY ROOM. Immediate Post- 
operative Management by Max S. Sadove, M.D. 
and James H. Cross, M.D. W. B. Saunders 
Company, Phil., 1956. $12.00 
The material for this excellent book was as- 

sembled by an anesthetist and a surgeon who also 
present several original chapters. The chief con- 
tributors are surgical specialists from the Chicago 
area. The book seems to divide itself into three 
sections. 

The first consists of the authors’ concept, to- 
gether with that of an administrator, of which 
cases in a general hospital properly may be treated 
in an intensive therapy unit. It also includes a dis- 
cussion of desirable and undesirable physical fea- 
tures of such a facility. The authors discuss as 


poss ble candidates for their unit not only post- 
concluded on next page 
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Can You Really 
Get Ahead 
On Just One Income? 


For a doctor especially . . . it 
can be very difficult indeed. 












In your own case, for example, 
you have sizeable professional ex- 
penses . . . including the far-from- 
negligible cost of maintaining your 
position in the community. 








Family expenses? They're not 
exactly low, either. Possibly, too, you 
have several children to send to col- 
lege, preceded perhaps by a year 
or two at private school. 











Quite a load, isn't it, for the 
income from your practice to meet 
comfortably . . . especially when you 
are certainly not "paid-in-full for 

i all the professional services you 


perform. 









Why not, then, find out how a 
moderate-size investment in good 
dividend-paying stocks might give 
you an extra income to meet all 
these needs more easily? We ll 
gladly give you the facts, without 

y "sales pressure’, without any obliga- 
tion at all now. Just write, phone, or 
stop in at our ground-floor office. 












DAVIS & DAVIS 


Members New York Stock Exchange 


GROUND FLOOR, TURKS HEAD BLOG. 
Providence, R. 1. — GAspee 1-7100 
Market Summaries: GAspee 1-6004 
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FOR PAIN 


with mild daytime sedation 





CAPSULES 





od 


IDEAL ANALGESIC/SEDATIVE 
FOR DAYTIME USE 


controls pain faster 
. usually within 15 minutes 


controls pain longer 
.. usually for 6 hours 


seldom constipates 

by the effect of ultrashort-acting 
a f ( hexobarbital swiftly controls pain- 
magnifying F psychic factors usually 


without causing drowsiness or ‘‘hangover.” 





Adult Dosage: 1 PERCOBARB* Capsule q. 6h. 


ENDO LABORATORIES INC. 
Richmond Hill 18, New York 





*U.S. Pat. 2,628,185; PERCOBARB contains saits 
of dihydrohydroxycodeinone and homatropine, 


plus APC and hexobarbital. May be habit-forming. 
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operative patients during the dangerous recovery 
period, but any and all seriously ill patients, 
whether medical or surgical, and for any duration, 
They suggest the use of the unit for many and 
diverse types of cases such as the minor surgical 
patient (total care), and even for busy executives 

. in for package ... programs ... of diagnostic 
study ... over the week-end. This chapter is aptly 
titled An Administrator Looks at Intensive Ther- 
apy. It appears as a mild surprise in a book ap- 
pearing under the title THe Recovery Room, 
Whether a well, busy executive would be appro- 
priately and/or happily situated in a facility other- 
wise populated by seriously ill and post-operative 
patients is debatable. 

The second portion of the book (chapters 2 and 
3) deals with the clinical management of any seri- 
ously ill patient. General topics such as circulation, 
shock, respiration, and nutrition are discussed in 
an interesting manner emphasizing the practical 
application of knowledge rather than its theoretical 
background. The remaining chapters (4-21), each 
written by a contributing specialist, describe accep- 
table, sound programs of pre- and post-operative 
care as peculiarly required by the various surgica 
specialties. They are non-controversial and differ 
from any given individual’s practice only in the art 
and not in the science of medicine. These chapters 
are exceptionally well written. They are concise, 
almost didactic, but in a book of this sort such quali- 
ties are desirable. It is difficult to imagine an intern 
or anyone who might be called upon to make de- 
cisions, temporizing or definitive, in a recovery 
room without first having mastered this or equiva- 
lent material. They would be rewarding also for 
charge nurses, who countless times are required to 
play the role of physician pro-tem, even if only for 
a few minutes. This section of the book, rather 
than being specifically identified with ‘recovery 
rooms” appears to fall into that standard category 
of literature having to do with the pre- and post- 
operative care of the surgical patient. 


Summary. THE Recovery Room encompasses 
a field much broader than the title suggests. If 
there be a literature on recovery rooms, this book 
contributes to it neither to a greater nor to a lesser 
degree than any previously published acceptable 
book on the routine and emergency care of the 
post-operative patient. Regarded in this light, it is 
highly recommended as the latest book of that type, 
as a reading must, and as a valuable reference 
which might be advantageously kept in a recovery 
room at all times. 

J. E. Carvuovo, M.D. 





The main characteristic of the practical man is that he 
makes the same mistakes as his grandfather. 
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